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EPSDT  —  A  How-To-Guide  for  Educational  Programs 


Introduction 

In  response  to  needs  and  issues  in  child  health, 
the  Department  of  Health,  Education,  and  Welfare 
has  developed  a  child  health  strategy  designed  to 
help  communities  meet  the  health  needs  of  their 
medically  underserved  children,  such  as  the 
Medicaid  population.  The  Child  Health  Strategy's 
major  objectives  are  the  improvement  of  the  health 
status  of  mothers,  children,  and  adolescents  through 
a  well  coordinated,  highly  effective,  responsive 
system  of  health  care  delivery  which  combines  the 
resources  and  experiences  of  Federal,  State  and 
local  health  agencies  in  a  cooperative  effort  to  reach 
mutually  agreed  upon  results.  (The  Health  Care  Fi- 
nancing Administration  (HCFA),  the  Public  Health 
Service  (PHS),  and  the  Office  of  Education  (OE)  are 
the  HEW  agencies  leading  this  portion  of  the  Child 
Health  Strategy.) 

Consistent  with  the  Child  Health  Strategy's  goals 
is  the  intent  of  HEW,  through  a  variety  of  programs, 
to  assure  provision  of  comprehensive,  quality  health 
care  to  children  throughout  their  pediatric  years. 
This  entails  giving  attention  to  all  aspects  of  health, 
including  preventive  health  services,  the  care  of 
medical  emergencies  and  acute  and  chronic  ill- 
nesses, and  the  establishment  of  a  "medical  home" 
environment  for  initiation  of  care,  its  coordination, 
evaluation,  and  interpretation.  To  fully  provide  for  the 
wide  range  of  health/education  needs  of  a  large 
number  of  children  may  require  the  skills  of  a  broad 
team  of  professionals  working  collaboratively— 
physicians;  psychologists;  audiologists;  social 
workers;  nutritionists;  physical,  occupational,  and 
speech  therapists;  nurses;  nurse-practitioners,  and 
regular  and  special  educators.  Effective  communica- 
tion of  each  team  member's  evaluation  and  participa- 
tion in  the  ongoing  plan  of  care  for  the  individual 
child  is  required.  Despite  the  widely-held  belief  that 
children  of  school  age  are  an  essentially  healthy 
population,  there  is  increasing  evidence  of  the  pre- 
valence of  health  problems  and  health  related  condi- 
tions in  the  school  age  population  which  deserve 
critical  attention.  Education  and  health  care  pro- 
viders and  agencies  can  take  more  leadership  and 
responsibility  for  planning,  organizing,  and  imple- 
menting programs  of  health  care  to  reduce  the  inci- 
dence of  disease  and  improve  the  health  status  of 
school-age  children. 

It  is  believed  that  health  care  offered  in  schools 
can  contribute  significantly  to  the  goal  of  the  provi- 


sion of  comprehensive  health  services  for  the  school 
age  population. 

The  school  setting  can  be  an  important  means  of 
improved  identification  of  health  problems,  of  in- 
creasing students'  access  to  both  curative  and  pre- 
ventive health  services,  and  of  more  appropriate  use 
of  health  care  resources  through  improved  student 
understanding  of  their  health  problems.  The  schools 
may  be  important  catalysts  in  developing  linkages  of 
school  services  through  the  family  to  public,  private. 
and  other  community  health  and  social  services. 

However,  while  not  infeasible,  there  are  obvious 
limitations  in  providing  ongoing  primary  care  in  the 
school  setting,  since  by  definition  primary  care  is 
outlined  as  continuous  coverage,  24  hours  a  day.  7 
days  a  week,  of  coordinated,  comprehensive  serv- 
ices convenient  to  patients  (National  Academy  of 
Sciences  and  Institute  of  f\/ledicine,  July  1978). 

It  is  further  recognized  that  the  delivery  of  ap- 
propriate health  services  to  children  supports  educa- 
tional goals  of  access  for  all  children,  excellence  of 
educational  services,  and  equity  of  opportunity. 

EPSDT  —  A  How-To  Guide  for  Educational 
Programs  is  an  outgrowth  of  these  ideas— that  there 
are  important  areas  of  common  interest  between  the 
schools  and  health  services.  This  gjjide  was 
developed  specifically  to  encourage  and  assist  State 
education  agencies  (SEAs),  local  education  agen- 
cies (LEAs),  State  and  local  health  agencies,  and 
Others  in  becoming  actively  involved  in  their  States 
EPSDT  program  by  using  the  school  setting  as  one 
resource  in  a  total  system  of  health  care  wherever 
appropriate.  Its  timely  development  is  a  result  of  the 
"heed  for  Slates  to  develop  a  more  effective  relation- 
ship between  public  and  private  EPSDT  providers 
and  public  schools.  The  establishment  of  such  a  re- 
lationship—health and  education— increases  advan- 
tages the  eligible  children  could  have  in  receiving 
comprehensive  health  care  and  services.  The  Guide 
is  intended  to  reflect  the  necessary  content  and  ac- 
tivities to  be  taken  to  achieve  maximum  coordination 
between  health  and  education. 

The  Guide  is  designed  primarily  to  encourage  and 
assist  State  and  local  health  and  education  staff 
responsible  for  health  and  support  services  in 
schools  in  becoming  actively  involved  with  their 
State's  EPSDT  program.  However,  parents,  com- 
munity groups,  and  others  can  make  use  of  this 
Guide  to  more  fully  understand  and  participate  in 
health  care  programs  for  eligible  children.  The  use  of 
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this  guide  may  vary  from  State  to  State  depending  on 
several  factors:  the  EPSDT/school  populations  and 
their  needs;  the  capabilities  of  the  schools  to  partici- 
pate in  the  EPSDT  program;  the  availability  of  public 
and  private  health  resources;  the  organizational 
placement  of  the  EPSDT  program  and  the  organiza- 
tional placement  of  the  school  health  program;  the 
philosophy  of  the  SEA  and  LEA;  and  the  State's 
general  commitment  to  its  needy  population.  These 
variables  should  be  considered  in  determining  the 
feasibility  and  the  extent  to  which  EPSDT  services 
can  be  provided  in  school  settings.  Regional  HCFA, 
OE,  and  PHS  staff  may  also  use  this  guide  to  provide 
technical  assistance  to  States  and  major  school  dis- 
tricts interested  in  developing  effective  models  for 
providing  EPSDT  outreach,  case  management,  and 
where  feasible  and  appropriate,  service  delivery. 

In  a  national  test  of  the  potential  roles  of  schools  in 
increasing  and  improving  EPSDT  services  to 
Medically  eligible  children,  an  experimental  program 
is  being  initiated  in  the  1979-80  school  term.  The 
identification  of  ten  (10)  State  educational  agencies 
to  take  part  in  this  test  (one  in  each  HEW  Region)  is 
projected  for  this  first  year  of  the  experiment,  as  are 
other  initial  action  steps. 

The  Organization  of  this  Guide 

This  How-To-Guide  for  Educational  Programs  is 
divided  into  four  chapters,  each  of  which  concen- 
trates on  major  components  of  the  EPSDT  program 
and  describes  what  should  be  known  and  be  done  to 
utilize  the  resources  available  through  the  program 
to  the  fullest  extent.  The  first  chapter.  The  EPSDT 
Program,  answers  such  questions  as:  what  is 
EPSDT?;  how  does  it  work?;  why  should  schools  be 
interested  in  participating  in  EPSDT?;  who  benefits 
from  its  services?;  what  are  the  existing  relation- 
ships among  Medicaid,  public  and  private  health 
providers,  and  education  agencies?;  and  what  are 
the  potential  relationships?  Next,  Chapter  Two, 
School  Roles  in  EPSDT,  describes  and  defines  the 
different  services  that  may  be  available  to  EPSDT 
children  in  the  general  areas  of  "outreach,"  "case 
management,"  and  "service  delivery." 

The  third  chapter,  How-To-Do-lt,  identifies  the 
necessary  steps  to  be  taken  by  and  for  SEAs  and 
LEAs  in  preparation  for  participating  in  the  EPSDT 
program. 

The  fourth  and  final  chapter  is  Existing  Models.  It 
provides  annotated  descriptions  of  several  examples 
of  effective  relationships  between  EPSDT  programs 
and  public  schools.  Appendices  have  also  been  in- 
cluded which  contain  directories  of  the  following 
resources: 


(1)  EPSDT  Regional  Coordinators 

(2)  EPSDT  State  Coordinators 

(3)  OE  Regional  Office  Program  Coordinators 

(4)  Chief  State  School  Officers 

(5)  PHS  Regional  Program  Consultants,  MCH/CC 

(6)  State  MCH/CC  Directors 

These  lists  are  provided  in  order  to  enable  users  of 
this  Guide  to  identify,  by  name,  the  types  of  in- 
dividuals referenced  in  the  "contact"  steps 
described  in  the  How-to-Do-lt  chapter.  Guide  users 
should  be  able  to  call  upon  these  people  for  assis- 
tance in  pursuing  the  goal  of  school/EPSDT  program 
integration. 

The  Appendices  also  include  regulatory  informa- 
tion on  linking  with,  and  being  reimbursed,  the 
EPSDT  program. 

The  Context  of  the  Guide 

The  initial  purposes  of  this  guide,  as  stated,  are  to 
acquaint  users  with  what  can  be  done,  how  to  begin, 
and  where  to  look  for  assistance,  and  to  illustrate 
some  examples  of  those  programs  which  have  been 
successful.  The  guide  does  not  pretend  to  provide  all 
of  the  answers.  Each  State  and  local  area  has  its  own 
idyosyncratic  health  and  educational  systems  which 
must  be  understood  and  used,  in  order  for  actions  to 
be  taken  to  improve  school  and  health  collaboration. 

This  guide  reflects  one  of  the  many  activities  cur- 
rently underway  to  improve  interagency  collabora- 
tion in  service  delivery  to  children.  The  participating 
federal  agencies  recognize  the  need  to  design  and 
develop  service  delivery  strategies  at  all  levels  which 
maximize  the  use  of  existing  resources  and  diminish 
fragmented  approaches  to  the  child.  The  authors 
recognize  there  is  one  "whole  child";  not  an  educa- 
tional, health  or  social  service  child.  This  guide 
deals  with  one  piece  of  the  service  delivery  puzzle 
which  we  must  all  help  to  puttogether  if  children  and 
youth  are  to  fully  receive  the  benefits  of  our  society. 

We  strongly  urge  interested  readers  to  consider 
the  collaborative  service  delivery  effort  as  a  major 
activity  and  to  undertake  broad  approaches  at  the 
State  and  local  levels  to  expand  this  initiative  to  in- 
clude other  activities  such  as  mental  health,  correc- 
tions, preventive  services,  etc.  Personnel  of  the 
federal  offices  named  herein  will  be  glad  to  provide 
interested  readers  with  contacts  and  available 
literature  for  further  initiatives. 

Preparation  of  this  Guide 

This  Gu/cfe  was  developed  jointly  by  three  compo- 
nents of  HEW  most  concerned  with  the  child  health: 
the  Health  Care  Financing  Administration,  the  Office 
of  Education,  and  the  Public  Health  Service. 


Range  of  Potential  Users  of  This  Guide 

Although  education  agencies  will  be  the  primary 
users  of  this  Guide,  a  broad  range  of  other  interested 
groups  are  by  no  means  precluded  from  using  it.  For 
example,  parent  groups,  community  organizations, 
TRIO  projects  (Upward  Bound,  Talent  Search,  and 
Educational  Opportunity  Centers,  three  community- 
based  programs  for  low-income  youth,  designed  to 
augment  the  traditional  educational  programs  of 
secondary  schools)  are  three  potential  users  of  the 


Guide.  The  facilities  and  other  resources  which  in- 
terested groups  are  able  to  provide  to  support 
EPSDT  service  delivery  may  also  be  used  where  ap- 
propriate. Wherever  this  Guide  refers  to  schools  and 
education  agencies,  other  potential  users  should 
visualize  themselves  in  the  role  under  discussion, 
and  should  determine  if  they  have  the  capacity  and 
authority  to  fill  that  role.  If  they  do,  and  if  there  is  an 
appropriate  place  for  these  groups  in  the  service 
delivery  process,  they  can  become  included. 


Chapter  I.  The  EPSDT  Program 


A. The  Schools  and  Medicaid  Eligible  Children 

The  health  of  children  is  a  major  concern  to 
parents,  health  providers  and  educators.  It  is 
generally  accepted  that  the  early  identification,  diag- 
nosis and  treatment  of  health  problems  can  improve 
the  health  of  children  and  their  performance  in 
school,  and,  for  handicapped  children  or  others  with 
serious  health  conditions,  can  diminish  the  prob- 
ability of  the  development  of  secondary  handicap- 
ping conditions.  Studies  such  as  the  National  Nutri- 
tion Survey,  the  National  Center  for  Health  Statistics 
study,  those  conducted  by  the  Office  of  Child  Health, 
and  others  show  that  Medicaid  eligible  children  have 
more  health  impairments  than  the  average  child.  For 
example,  the  Medicaid  children: 

Suffer  23%  more  hearing  impairment. 

Do  not  grow  as  tall  as  other  children. 

Are  more  likely  to  have  low  hemoglobin  values 
during  their  years  of  growth. 

Suffer  a  higher  incidence  of  impetigo,  gastroin- 
testinal diseases,  parasitic  diseases,  and  urinary 
tract  infections,  and  in  addition,  those  in  urban 
areas  are  more  often  the  victims  of  lead  paint 
poisoning,  and  insect  and  rodent  bites. 

These  children  are  likely  to  have  twice  as  many 
hospital  stays,  more  days  in  bed  both  in  the  hospital 
and  at  home,  and  more  days  lost  from  school  than  the 
average  child,  as  well  as  more  impairment  from 
chronic  disease. 

Statistical  reports  from  State  Medicaid  agencies 
show  that  among  the  children  assessed  through  the 
program, 45  percent  require  follow  up  referrals  for  an 
average  of  over  two  conditions: 

50%  are  found  to  be  inadequately  immunized 
25%  are  found  to  have  severe  dental  problems 
12%  have  low  hemoglobin 
10%  have  vision  problems 

9%  in  urban  areas  have  elevated  blood  lead 
levels 

8%  suffer  from  upper-respiratory  problems 

7%  suffer  from  genitourinary  infections 

3%  have  hearing  problems 

Some  children  with  previously  undetected  condi- 
tions, such  as  cancer,  epilepsy,  and  congenital 
defects  have  been  identified  through  the  EPSDT 
program. 

Many  handicapped  children  identified  by  Child 
Find,  State  Crippled  Children  Services,  Head  Start. 


and  other  early  identification  programs  may  also  be 
Medicaid  eligible.  The  State  Medicaid  program  may 
thus  be  one  resource  for  diagnostic  evaluations, 
treatment,  and  other  related  services  required  as  part 
of  the  comprehensive  system  of  resources  for  hand- 
icapped children. 


B.  Considerations  Regarding  School  Health 

1.  Assumptions  Underlying  this  Guide 

Children  receiving  appropriate  health  services  are 
more  likely  to  succeed  in  school  and  to  achieve 
full  participation  in  our  society. 

Because  of  the  unique  continuity  of  contact  with 
children,  youth  and  their  parents,  the  schools 
can  offer  an  important  focal  point  from  which  to 
refer  children  and  youth  to  EPSDT  services. 

The  development  of  relationships  with  Medicaid 
and  other  health  providers  offers  schools  a  uni- 
que opportunity  to  improve  the  quality  of  their 
health  programs  and  assure  a  full  range  of  ap- 
propriate health  services  to  handicapped 
children. 

The  use  of  the  schools  to  increase  and  improve 
services  to  EPSDT  recipients  is  intended  to: 
reduce  duplication  of  services;  reduce  long  term 
health  costs  to  the  community;  fill  service  gaps 
for  children  presently  not  receiving  care;  lead  to 
improved  educational  outcomes;  reduce  inter- 
ruptions in  the  educational  process;  extend  the 
range  of  services  to  handicapped  children;  and 
reduce  school  associated  costs  due  to 
children's  illnesses  and  absences. 

2.  School  Health  Goals 

School  health  services  have  as  their  goal  the  op- 
timum growth  and  development  of  all  children  of 
school  age.  This  is  obviously  a  goal  shared  by  many 
others  in  the  health  field.  However,  the  unique  con- 
tribution of  school  health  services  in  the  attainment 
of  this  goal  is  through  their  relationship  to  the  needs 
of  the  school  age  child  to  achieve  specific  develop- 
mental tasks  in  preparation  for  future  responsibilities 
as  workers,  parents,  and  citizens. 

There  are  three  basic  areas  of  concern  of  school 
health: 

A  school  environment  which  protects  students 
from  physical,  mental,  and  social  conditions 
which  would  be  hazardous  to  their  health. 


The  need  for  all  students  to  reach  an  optimal  level 
of  health  in  order  to  function  most  effectively  in 
the  educational  environment. 

A  health  education  program  which  prepares  stu- 
dents with  the  necessary  knowledge  and  skills 
to  protect  and  maintain  their  own  health  and  the 
health  of  others  in  society. 

These  basic  concerns  are  addressed  in  a  variety  of 
ways  by  school  health  systems.  Whether  operated  by 
local  or  State  departments  of  health,  boards  of 
education,  school  districts  or  by  individual  schools, 
school  health  provides  the  opportunity  to  select  and 
provide  for  a  system  of  relevant  activities  which 
result  in  an  improved  health  status  of  the  school 
population. 

3.  Health  Needs  of  the  School-Aged  Child 

The  list  of  health  problems  among  children  is 
clearly  sufficient  to  evoke  concern  among  parents, 
educators  and  those  involved  in  school  health  serv- 
ices as  well.  School  health  must  be  responsive  to 
such  problems  as  alcohol  abuse;  drug  abuse; 
venereal  disease;  unwanted  pregnancies;  low  levels 
of  immunization  for  measles,  rubella,  polio, 
diphtheria;  physical  handicaps;  mental  retardation; 
learning  problems;  behavioral  problems;  traffic  acci- 
dents; home  accidents;  shop  accidents;  suicide; 
homicide;  fires;  dental  caries,  loss,  deformities;  food 
abuse;  anemia;  malnutrition;  child  abuse  and 
neglect;  sexual  abuse;  uncorrected  speech  prob- 
lems; undetected  hypertension;  vision  problems; 
health  and  emotional  problems  related  to  physicial 
disabilities. 


C.  The  EPSDT  Program 


1.  Overview 


The  Early  and  Periodic  Screening,  Diagnosis,  and 
Treatment  (EPSDT)  program  is  a  federally  sponsored 
Medicaid  program  administered  by  each  State,  in 
which  Medicaid  eligible  families  may  voluntarily  par- 
ticipate. In  some  States,  the  health'  department 
manages  the  program,  in  some  States  the  welfare 
department  manages  it,  and  in  a  few  States,  a  special 
commission  is  responsible  for  the  program.  The 
program  is  intended  to  provide  a  comprehensive 
range  of  health  care  services  to  children  of  Medicaid 
eligible  families. 

Eligibility  is  provided  to  all  AFDC  (Aid  to  Families 
with  Dependent  Children)  and  AFDC  foster  care 
families,  SSI  children  and,  according  to  State  option, 
to  "medically  needy"  families,  i.e.,  children  in  intact 
families  meeting  State  income  standards. 

Each  of  the  features  of  the  program's  name  com- 
bine to  make  the  EPSDT  program  unique; 

Early:  assessing  a  child's  health  as  soon  as  possi- 


ble, either  in  the  child's  life  or  when  Medicaid 
eligibility  has  been  established,  so  that  potential 
diseases  and  abnormalities  can  be  detected  in 
their  preliminary  stages,  when  they  are  most 
effectively  treated. 

Periodic:  also  assessing  a  child's  health  at  key 
points  in  the  child's  life,  to  assure  healthy 
development. 

Screening:  the  use  of  quick  and  simple  tests  and 
procedures  to  determine  if  children  being  ex- 
amined may  have  a  condition  warranting  closer 
medical/dental  attention. 

Diagnosis:  determination  of  the  nature  and  cause 
of  conditions  requiring  attention,  by  synthesiz- 
ing findings  of  the  health  history,  physical  ex- 
amination, and  appropriate  diagnostic  tests  and 
procedures. 

Treatment:  the  provision  of  services  needed  to 
control  or  correct  the  diagnosed  conditions. 

Historically,  the  intent  of  the  EPSDT  program  has  re- 
mained consistent.  The  value  of  preventive  health 
care,  both  in  human  terms  and  on  a  cost-effective 
basis,  has  long  been  established.  Preventive  health 
is  especially  important  for  children,  as  illnesses  or 
handicaps  not  treated  in  childhood  can  easily 
become  barriers  to  the  individual's  achieving  their 
full  potential  in  society.  And  for  children  who  are 
receiving  publicly  funded  health  care,  the  cost  avoid- 
ance benefits  of  treating  illnesses  now  and  eliminating 
the  need  for  later  expenditures  (perhaps  even  in  terms 
of  a  lifetime  of  such  dependency)  must  not  be  over- 
looked. 

2.  State  EPSDT  Requirements 

Federal  regulations  require  that  as  a  minimum 
(which  States  should  be  encouraged  to  exceed), 
States  provide  an  array  of  services  or  conduct  a 
series  of  activities  regarding  EPSDT,  described 
below. 

Screening  examinations  consisting  of: 

health  and  developmental  history; 

unclothed  physical  examination; 

immunization  appropriate  for  age  and  health 
history; 

nutritional  status  assessment; 

vision  testing; 

hearing  testing; 

laboratory  procedures  appropriate  for  age  and 
population  groups; 

direct  referral  to  a  dentist  for  diagnosis  and 
treatment  (for  those  over  three  years  of  age); 

developmental  assessment  (effective  1/1/81). 
Diagnosis  and  treatment  services  consisting  of: 

services  as  appropriate  for  medical  ailments  or 

conditions; 


dental  care  needed  for  relief  of  pain  and  infec- 
tions, and  for  restoration  of  teeth; 

preventive  health  care,  i.e.,  immunizations,  etc.; 

treatment  for  defects  in  vision  and  hearing,  in- 
cluding eyeglasses  and  hearing  aids. 
Support  services  consisting  of: 

arranging  for  and  scheduling  appointments; 

transportation  to  and  from  services  or  appoint- 
ments. 
Operational  activities  consisting  of: 

developing  and  utilizing  the  capability  of  inform- 
ing eligible  families  of  available  services,  on  a 
timely  basis; 

providing  for  screening,  diagnosis,  and  treat- 
ment within  120  days  of  the  date  a  family 
requests  services;  and 

seeking  out  and  developing  agreements  with 
providers  to  serve  the  required  services. 


3.  How  the  EPSDT  Program  Works 

EPSDT  is  a  State-administered  program,  and  there 
is  no  single  federally  mandated  procedure  or  system 
through  which  the  program  should  be  conducted. 
States  have  placed  the  program  in  their  welfare 
departments,  health  departments,  or  separate  com- 
missions. Some  States  use  private  providers  for  serv- 
ice delivery,  while  others  have  stressed  the  use  of 
county  health  departments.  There  simply  is  no  typi- 
cal or  uniform  organizational  model  of  an  EPSDT 
program  because  of  this  wide  variation  in  State  and 
local  needs  and  resources. 

EPSDT  is  a  Medicaid  program  under  Title  XIX  of 
the  Social  Security  Act,  and  the  Medicaid  agency  is 
responsible  for  assuring  that  the  EPSDT  program  is 
operated  effectively.  To  do  this,  the  Medicaid  agency 
can  contract  with  other  public  or  private  agencies  for 
help  in  certain  tasks,  as  discussed  below. 

HEW  is  encouraging  States  to  make  maximum  use 
of  all  types  of  providers:  regulations  prohibit  restric- 
tions on  the  type  of  practitioners  participating  in  the 
EPSDT  program. 

However,  experience  with  the  program  and  imple- 
mentation of  federal  guidelines  have  resulted  in  lae 
emergence  of  a  general  approach  or  sequence  of 
events  in  the  functioning  of  EPSDT.  A  simplified 
diagram  of  these  events  is  shown  on  the  following 
page,  and  each  step  is  briefly  described  below. 

It  should  be  noted  that  the  system  has  two 
"tracks"— some  activities  relate  to  recipient  con- 
cerns, and  some  relate  to  agency  responsibilities. 
Both  are  reflected  in  the  discussion  below. 

a.  Outreach 

Outreach  is  the  continuous  activity  (often  relying 
on  both  Medicaid  agency  staff  and  staff  from  other 


public  and  private  organizations)  of  identifying  and 
contacting  children  and  families  who  may  be  eligible 
for  EPSDT. 

In  the  context  of  school/EPSDT  cooperation,  out- 
reach involves  the  schools  themselves  in  identifying 
and  contacting  children  and  families.  The  major  ad- 
vantage that  schools  have  in  this  activity  is  their  daily 
physical  access  to  the  population,  which  other 
programs  (i.e.,  AFDC)  cannot  provide.  Outreaching  a 
finite  population  should  be  accomplished  more 
readily  and  effectively  than  would  be  a  dispersed 
categorical  population. 

In  States  relying  heavily  on  private  providers 
(rather  than  on  county  health  departments)  to  pro- 
vide necessary  services,  Medicaid  agency  staff  must 
continue  to  seek  out  these  providers  and  recruit 
them  for  participation  in  the  program.  Otherwise,  turn- 
over and  attrition  would  result  in  inadequate  pro- 
vider enrollment. 

b.  Informing /Notification 

Using  a  variety  of  techniques  and  materials,  the 
EPSDT  agency  must  explain  the  value  of  preventive 
health  services  to  eligible  or  potentially  eligible 
families  and  children,  and  encourage  them  to  partici- 
pate. 

There  are  two  levels  of  informing  which  should  be 
conducted.  One,  public  education  on  a  large  scale  in 
areas  where  many  eligible  families  are  expected  to 
be  found,  is  often  tied  to  the  outreach  function.  The 
second  type  of  informing  is  more  formal,  and  is  con- 
ducted on  an  individual  family  basis.  EPSDT  regula- 
tions mandate  both  a  face-to-face  discussion  pro- 
vided by  the  Medicaid  agency  staff  or  other  public 
agency  (i.e.,  AFDC  or  Title  XX  staff),  and  a  written 
brochure  explaining  the  purpose  and  services  of  the 
EPSDT  program. 

On  an  annual  basis,  the  Medicaid  agency  must  in- 
form all  known  eligibles  who  are  not  participating  in 
EPSDT  of  the  availability  of  the  program  and  its  serv- 
ices. 

c.  Eligibility  Determination 

The  eligibility  of  a  family  for  Medicaid,  which  in- 
cludes EPSDT  services,  must  be  determined  by  the 
State  Medicaid  agency.  Families  eligible  for  AFDC. 
AFDC-Foster  Care,  and  supplemental  Security  In- 
come (SSI)  are  eligible,  as  are  foster  care  children 
and  the  "medically  needy"  in  many  States.  (This  lat- 
ter group  is  often  comprised  of  the  "working  poor," 
whose  income  is  too  high  for  AFDC  eligibility  but  too 
low  to  afford  complete  medical  care.) 

If  a  family  is  determined  to  be  eligible,  they  must 
decide  whether  or  not  to  participate  in  this  voluntary 
program,  i.e.,  receive  EPSDT  services.  If  a  family  is 
not  found  eligible,  then  the  EPSDT  program  usually 
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will  have  no  further  contact  with  them,  unless  the 
family  becomes  eligible  at  a  later  date. 

d.  Participation 

Once  the  eligibility  of  a  family  has  been  estab- 
lished, the  family  must  decide  whether  they  wish  to 
participate  in  EPSDT.  Medicaid  agency  staff  should 
have  made  clear  what  medical  and  support  services 
are  available.  Scheduling  assistance  and  transporta- 
tion are  services  which  all  States  must  provide,  but 
other  services  such  as  babysitting  are  also  helpful  in 
getting  families  to  participate. 

Eligible  families  which  do  not  choose  to  partici- 
pate do  not  proceed  further  into  the  EPSDT  system. 
Instead,  they  are  only  reminded  annually  of  the  exis- 
tence and  benefits  of  the  EPSDT  program.  Families 
which  do  participate  proceed  to  the  next  step,  of  hav- 
ing screening  arrangements  made. 

e.  Schedule  for  Screening 

In  order  to  assure  that  the  family  has  access  to 
medical  care  if  the  family  desires,  the  Medicaid 
agency  staff  will  set  up  a  screening  for  the  child,  or 
the  family  may  make  an  appointment  individually.  In 
many  cases,  families  may  simply  present  themselves 
at  a  provider's  office  and  receive  a  screening  without 
prior  notice  to  Medicaid  agency  staff.  In  any  event, 
the  family  must  be  given  a  choice  of  providers  for  the 
screening. 

The  Medicaid  agency  must  assure  that  there  are 
adequate  numbers  of  providers  participating  in  the 
program  to  meet  the  screening  and  service  needs  of 
EPSDT  participants  in  a  timely  way.  Many  States 
have  adequate  physician  participation,  but  some 
States  also  report  that  participation  from  dentists  and 
specialists  across  the  State,  and  from  providers  of  all 
types  in  rural  areas,  is  difficult  to  assure. 

f.  Screening 

In  accordance  with  State  standards,  the  provider 
must  conduct  an  examination  consisting  of  at  least 
those  federally  required  tests  and  assessments  listed 
on  pages  6  and  7. 

As  stated  above,  the  Medicaid  agency  must  make 
support  services  (i.e.,  at  least  help  with  transporta- 
tion and  scheduling)  available  so  that  the  family  can 
keep  the  appointment  for  screening.  These  appoint- 
ments are  important:  they  are  the  way  for  many 
children  and  families  to  enter  the  EPSDT  system. 

The  tests  and  procedures  used  in  screening  are  in- 
tended to  be  quick,  inexpensive,  and  easy  to  ad- 
minister. They  are  not  necessarily  intended  to  pro- 
vide conclusive  proof  of  a  problem  or  abnormality, 
only  the  indication  that  one  may  exist. 


g.  Assessment  of  Results 

Results  of  the  screening  tests  and  procedures 
should  be  assessed  and  noted  in  the  child's  health 
record  as  soon  as  they  are  available.  In  those  cases 
where  no  abnormalities  are  indicated,  the  only 
necessary  action  for  the  State  Medicaid  agency  to 
take  is  to  notify  the  child  or  family  when  the  next 
periodic  screening  examination  is  due. 

Cases  where  problems  or  abnormalities  are  indi- 
cated should  be  referred  for  diagnosis.  If  the  child  is 
receiving  care  from  a  continuing  care  provider,  then 
screening,  diagnosis,  and  treatment  can  be  provided 
by  that  same  practitioner. 

h.  Diagnosis 

The  purpose  of  diagnosis  is  to  determine  the 
nature,  cause,  and  extent  of  the  problem  or  abnor- 
mality found  by  the  screening  examination.  Diag- 
nosis should  culminate  with  the  development  of  a 
plan  for  treatment  when  it  is  necessary  and  appropri- 
ate. 

The  EPSDT  program  requires  that  all  children  over 
3  be  referred  to  a  dentist  automatically,  just  as  they 
are  referred  to  medical  practitioners.  The  dentist  will 
perform  screening,  diagnosis,  and  treatment  as  ap- 
propriate. In  the  past,  dental  screening  and  diag- 
nosis had  been  performed  as  a  portion  of  the  medical 
procedure,  not  as  a  separate  activity  parallel  to  it. 

i.   Treatment 

Treatment  must  be  provided  according  to  diag- 
nostic results,  within  the  scope  of  the  State's 
Medicaid  Plan.  The  treatment  can  cover  a  very  broad 
range  of  activities,  from  a  one-time  office  visit 
through  a  lengthy  and  complex  course  of  treatment 
or  counseling. 

Treatment  may  be  provided  by  a  broad  range  of 
providers.  Some  may  have  expertise  in  performing  a 
portion  of  treatment  services  needed  (i.e.. 
opthalmologists  providing  vision  services),  while 
some  may  provide  all  of  the  necessary  services  (with 
referrals  to  appropriate  specialists  as  needed).  This 
latter  type  are  termed  "continuing  care"  providers, 
because  once  they  see  the  child  for  the  first  time 
under  EPSDT  and  can  initiate  a  relationship  with  the 
child  or  family,  they  will  be  in  a  position  to  respond  to 
all  of  the  child's  health  care  needs  on  a  continuing 
basis.  This  practice  helps  further  the  EPSDT  goal  of 
getting  as  many  children  and  families  into  regular 
medical  care  as  possible. 

j.  Periodic  Renotification 

At  intervals  set  by  each  State,  eligible  children 
should  be  re-screened  in  order  for  the  concept 
behind  the  EPSDT  program,  preventive  health,  to  be 
effective.   Generally,  these   intervals  are   relatively 


short  in  the  first  few  years  of  life— many  States  call 
for  6-8  examinations  in  the  first  two  years  of  life. 

Progressively,  as  the  child  gets  older,  there  are 
fewer  recommended  examinations,  perhaps  at  three 
years  intervals,  until  age  21. 

The  periodic  notification  process  is  designed  to  in- 
form children  and  families  about  the  screening  due, 
to  remind  them  of  the  benefits  of  participating  in 
EPSDT,  and  to  back  this  up  with  an  offer  of  necessary 
support  services. 

4.  Reimbursement  Under  EPSDT 

The  Health  Care  Financing  Administration  of 
HEW,  the  agency  which  is  responsible  for  the  EPSDT 
program  on  the  Federal  level,  reimburses  States  for 
costs  they  incur  in  conducting  several  activities,  in- 
cluding: 

Screening,  diagnosis,  and  treatment  of  eligible 
children,  at  a  rate  of  50-78%,  depending  on  a 
State's  per  capital  income 

Outreach  and  follow-up  costs  at  75% 

Other  Administrative  costs  at  50% 

Transportation  costs  at  50-78%  if  part  of  medical 


services  under  the  State's  Medicaid  plan,  other- 
wise at  50%  as  an  administrative  cost. 

Education  agencies  which  seek  to  become  EPSDT 
providers  may  be  eligible  to  be  reimbursed  for  ex- 
penditures under  any  of  the  above  categories.  Reim- 
bursement conditions  and  procedures  vary  from 
State  to  State,  so  education  agencies  should  ascer- 
tain the  necessary  information  from  their  State's 
EPSDT  program. 

Several  of  the  education  agencies  already  par- 
ticipating in  the  EPSDT  program  have  felt  that  reim- 
bursement has  helped  their  program.  One  view  is 
that  significantly  greater  numbers  of  children  can  be 
served,  and  more  services  provided,  for  the  same 
costs  to  the  education  agency,  because  of  the  reim- 
bursement's "multiplier  effect."  In  other  instances, 
where  budgets  have  been  cut,  the  original  level  of 
services  can  be  maintained  but  at  reduced  expen- 
ditures, through  that  same  multiplier  effect. 

An  Appendix  to  this  guide  contains  HGFA  Action 
Transmittal  AT-79-101,  which  provides  information 
on  how  to  seek  reimbursement  for  expenditures 
through  Medicaid. 
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Chapter  II.  School  Roles  in  EPSDT 


A.  Introduction 

Because  of  the  unique  nature  of  their  contact  with 
children,  youth  and  parents,  schools  (through  health 
personnel)  offer  an  important  focal  point  from  which 
to  identify  children  with  problems,  to  increase  stu- 
dent's access  to  both  preventive  and  curative  health 
services,  and  to  assure  appropriate  use  of  health 
care  resources.  The  development  of  linkages 
through  the  family  to  public,  private,  and  other  com- 
munity health  and  social  services  is  needed  in  order 
to  integrate  existing  treatment  and  prevention 
programs  with  those  services  provided  in  the 
schools.  Coordination  of  all  services — outreach  ac- 
tivities, screening  programs,  treatment,  and  follow- 
up  services— should  be  emphasized  between 
school  health  and  other  health  care  providers,  and 
social  agencies  in  the  community,  to  avoid  duplicat- 
ing efforts,  increasing  costs  of  services  and  adding 
further  stress  to  the  child  and  family. 

The  EPSDT  program  is  not  a  new  one — it  began  in 
1967  legislation— but  schools  have  not  played  a  ma- 
jor participating  role  in  it.  In  undertaking  this  joint 
activity  with  the  EPSDT  program,  then,  there  are 
several  important  things  to  be  learned  by  both 
education  agencies  and  the  EPSDT  agency.  This 
chapter  concerns  the  three  major  roles  that  schools 
can  play  in  the  EPSDT  program,  and  provides  infor- 
mation about  each:  outreach,  case  management,  and 
service  delivery. 

B.  Outreach 

The  purpose  of  outreach  is  to  both  inform  poten- 
tially eligible  families  and  children  about  EPSDT, 
and  to  begin  recruiting  them  for  the  program. 

The  public  school  system  in  this  country  is  a  uni- 
que institution,  in  that  it  is  probably  the  only  univer- 
sal point  of  contact  between  the  child  and  family  and 
large  scale  governmental  service  delivery  organiza- 
tions. Although  there  is  not  always  full  agreement  on 
how  best  to  utilize  this  contact,  the  health  of  children 
has  been  recognized  as  important  by  both  educators 
and  health  professionals,  and  progress  in  school 
health  services  has  been  made. 

One  of  the  barriers  to  more  active  participation  by 
schools  in  the  EPSDT  program  has  been  the  need  to 
preserve  confidentiality  of  recipients;  to  publicly 
single  out  some  children  for  a  public  health  program 
in  which  others  cannot  participate  violates  the  con- 
cept of  confidentiality.  Medicaid  status  is  not  public 


information:  it  is  a  confidential  matter  between  the 
family  and  the  Medicaid  agency,  and  is  to  be 
divulged  to  others  only  upon  written  authorization  of 
the  family  or  for  certain  administrative  activities  be- 
tween agencies.  Chapters  3  and  4  discuss  potential 
ways  to  avoid  this  barrier,  and  an  Appendix  to  this 
guide  contains  an  Action  Transmittal  with  ad- 
ministrative guidelines  regarding  confidentiality. 

In  providing  outreach  activities,  schools  have  the 
opportunity  to  generally  inform  the  school  popula- 
tion of  the  importance  of  preventive  health,  and  also 
contact  eligible  families  to  work  with  and  encourage 
them  on  a  more  detailed  basis.  Such  outreach  ac- 
tivities should  be  provided,  however,  only  after  an 
analysis  of  the  existing  community  outreach 
program  has  defined  the  most  appropriate  role  of  the 
school  in  this  activity.  An  outline  of  a  typical  out- 
reach strategy  begins  with: 

An  assessment  of  the  existing  community  out- 
reach activities  informing  families  about  EPSDT  — 
what  it  is 

advantages  of  early  detection  and  treatment 
how  to  participate  in  the  program 
what  EPSDT  services  can  be  obtained 
what  support  services  are  available 


This  strategy  must  actively  encourage  and  support 
participation  by  eligible  families,  by  conducting  the 
following  activities  to  overcome  potential  barriers  for 
the  family: 

helping  to  select  a  provider; 

assisting  in  arranging  for  appointments; 

arranging  for  support  services  (transportation, 
child  care); 

provide  ongoing  counseling  to  answer  ques- 
tions and  reduce  fear  or  confusion. 

In  a  school  setting,  there  are  several  specific  kinds 
of  outreach  activities  which  can  be  conducted: 

personal  contact  with  the  child  and  family  by 
school  staff  who  are  knowledgeable  m  the 
EPSDT  program. 

personal  letters  to  the  child  and  family  from  school 
staff  who  are  knowledgeable  in  EPSDT. 

individual  parents  or  parent  groups  who  are  in- 
terested in  the  program  and  will  work  to  identify, 
locate,  and  enroll  other  parents. 
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development  and  dissennination  of  posters, 
booklets,  and  related  materials  which  utilize 
culturally  relevant  concepts  and  terms. 

health  fairs  which  focus  on  child  health,  and  which 
stress  preventive  health  and  EPSDT. 

The  costs  of  outreach  activities  are  eligible  for 
reimbursement  at  the  75  percent  level,  as  long  as 
necessary  interagency  agreements  exist  which 
specify  the  objectives,  responsibilities,  and  activities 
of  the  relationship.  (See  Appendix  for  copy  of  rele- 
vant Action  Transmittal.) 


C.  Case  Management 

The  purpose  of  case  management  is  to  organize  in 
one  place,  or  one  system,  information  on  all  of  the 
diverse  health  activities  which  are  conducted  for  a 
child.  Often  screening,  diagnosis,  and  treatment  ac- 
tivities can  not  all  be  conducted  in  one  time  or  place, 
so  case  management  is  intended  to  be  a  gathering 
and  synthesizing  of  information  from  several  scat- 
tered sources.  This  process  is  crucial  if  a  child  is  to 
be  assured  of  being  tracked  through  the  complex 
world  of  health  care  services  and  providers,  and  of 
ultimately  receiving  the  necessary  services  on  a 
timely  basis. 

Some  schools  may  be  well  suited  to  assisting  in 
the  case  management  role,  which  ultimately  is  a 
responsibility  of  the  State  Medicaid  agency,  accord- 
ing to  current  regulations.  Schools  currently  perform 
administrative  tasks  which  are  equivalent  to  case 
management  in  EPSDT — tracking  progress  of  stu- 
dents from  one  grade  to  the  next,  gathering  and  in- 
terpreting results  of  standardized  test  scores,  refer- 
ring children  (either  directly,  or  following  special 
diagnostic  testing)  to  special  types  of  education 
programs  according  to  the  needs  of  each  child,  and 
designing  remedial  programs.  This  capability  may 
be  transferred  to  supporting  case  management  in 
many  ways,  such  as: 

assisting  families  in  the  choice  of  providers, 
especially  those  convenient  to  the  school 

using  the  school  as  a  resource  in  scheduling  ap- 
pointments and  in  proviomg  transportation 

passing  records  between  the  EPSDT  program  and 
the  family  to  verify  what  activities  have  taken 
place,  to  maintain  records,  to  assure  a  timely 
flow  of  information 

follow-up  with  families  to  assure  that  children  have 
received  the  diagnosis  and  treatment  they  re- 


quire, according  to  screening  result 
helping  families  maintain  contact  with  providers. 

As  discussed  earlier  in  Section  B  Outreach,  it  is 
equally  important  that  schools  participate  in  case 
management  after:  (1)  an  assessment  of  the  existing 
case  management  activities  in  the  community,  and 
(2)  the  most  appropriate  role  for  schools  in  improving 
case  management  has  been  defined. 

D.  Service  Delivery 

At  Federal,  State,  and  local  levels,  mutual  interest 
in  providing  EPSDT  services  in  the  schools  has  been 
expressed  by  both  educators  and  health  care  profes- 
sionals. There  are  a  variety  of  ways  in  which  schools 
can  either  become  providers  of  some  or  all  of  the  re- 
quired EPSDT  services,  or  can  otherwise  assist  in  the 
provision  of  EPSDT  services.  Some  of  these  roles 
such  as  outreach  and  case  management  have  been 
discussed  previously.  The  most  complex  and  difficult 
role  for  schools  to  play  is  as  providers  of  services 
themselves. 

The  schools'  role  of  EPSDT  provider  can  have  so 
many  alternative  forms  that  this  role  should  be 
viewed  as  consisting  of  a  cluster  of  potential  ac- 
tivities rather  than  as  a  single  rigid  series  of  clearly 
defined  health  care  tasks.  It  is  not  possible  to  cite  all 
of  the  potential  forms  of  service  delivery  for  schools 
in  this  guide,  but  it  is  useful,  for  educators  seeking  to 
bring  EPSDT  into  the  schools,  to  consider  some  of 
the  service  delivery  models  described  in  this  guide. 
Three  such  models  are  provided  in  Chapter  4. 

There  is  no  "best"  or  "correct"  way  for  schools  to 
relate  to  EPSDT,  since  the  populations,  political  will, 
resources,  and  other  factors  surrounding  schools 
will  vary  greatly  between  communities.  For  example, 
schools  in  affluent  areas  with  no  Medicaid  eligible 
population  would  not  benefit  from  bringing  EPSDT 
into  the  schools,  or  areas  where  resources  are 
scarce  may  only  be  able  to  provide  limited  or  partial 
services. 

The  models  in  Chapter  4  reflect  three  basic  roles  of 
service  delivery  for  schools.  In  one  model,  school 
nurses  can  be  used  to  provide  screening  services  for 
children,  and  those  cases  found  to  have  abnor- 
malties  can  be  referred  to  other  providers  for  diag- 
nosis and  treatment.  In  the  second  model,  schools 
can  contract  with  private  physicians  for  them  to  pro- 
vide screening,  diagnosis,  and/or  treatment  services. 
Third,  the  school  can  be  used  as  a  site  for  the  provi- 
sion of  public  health  services. 
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Chapter  III.  How  To  Do  It 


A.  Introduction 

There  are  a  number  of  procedural  steps  which 
schools  must  complete  in  order  to  become  involved 
in  providing  EPSDT.  Just  as  there  is  no  one  "best"  or 
"correct"  approach  to  service  delivery,  there  is  also 
no  one  best  or  correct  way  for  schools  to  prepare  to 
become  an  integral  part  of  the  provision  of  services. 
This  chapter  presents  a  generic  approach  which 
schools  could  follow  in  seeking  to  become  pro- 
viders. 

B.  State-Level  Program  Orientation  and 
Coordination 

As  should  be  clear  from  reading  the  preceding 
chapters  in  this  Guide,  the  EPSDT  program  is  a  com- 
plex one,  and  educators  seeking  to  become  involved 
with  it  for  the  first  time  should  receive  at  least  a  basic 
orientation  in  EPSDT.  Variations  in  the  nature  of 
EPSDT  between  States  make  it  impossible  for  this 
Guide  to  present  a  single  detailed  orientation  docu- 
ment: educators  will  have  to  secure  their  orientation 
from  EPSDT  staff  in  their  own  States.  The  best  single 
source  of  information  about  EPSDT  is  each  State's 
Medicaid  Plan,  since  EPSDT  is  a  Medicaid  program. 
This  plan  will  describe  the  services  provided  under 
EPSDT,  and  the  way  in  which  these  services  are  to  be 
delivered. 

Additionally,  since  EPSDT  is  concerned  with  child 
health,  equally  as  important  is  a  similar  orientation 
about  the  responsibilities  for  and  the  provision  of 
child  health  services  in  a  State.  The  major  sources  of 
information  for  these  services  are  the  Maternal  and 
Child  Health  and  Crippled  Children's  Services  State 
Plans.  These  are  especially  important  since  there  are 
very  few  settings  within  which  health  services  for 
only  EPSDT  recipients  will  be  provided.  Rather,  most 
settings  will  provide  services  not  only  to  the  child 
eligible  for  Medicaid  bijt  for  other  children  as  well. 

Appendices  to  this  guide  list  the  names  and  ad- 
dresses of  the  EPSDT  Coordinator  and  the  Maternal 
and  Child  Health/Crippled  Children's  program  Direc- 
tors for  each  State.  There  is  a  sample  letter  at  the  end 
of  this  chapter  which  may  be  helpful  to  you  in  com- 
posing a  letter  of  your  own,  requesting  a  copy  of  the 
State  Medicaid  Plan  and  MCH/CCS  Plans.  The  end  of 
this  Chapter  also  includes  a  description  of  what  in- 
formation may  be  found  in  these  plans. 

Educators  should  be  aware  that  not  all  of  the 


necessary  child  health  services  are  provided  in  a 
single  setting,  or  by  the  same  provider.  Often  times, 
children  must  receive  services,  especially  those  of  a 
complicated  diagnostic  and  treatment  nature,  away 
from  the  major  primary  care  setting,  which  may  not 
even  be  located  geographically  in  the  local  educa- 
tion jurisdiction.  It  thus  is  necessary  to  have 
knowledge  of  the  variety  of  resources  that  are  avai  la- 
ble  to  provide  full  and  comprehensive  health  care. 

An  important  first  procedural  step  is  to  have  joint 
meetings  which  include  the  State  EPSDT  Coordina- 
tor,the  State  Maternal  and  Child  Health  and  Crippled 
Children's  Directors,  and  key  staff  members  of  the 
State  Education  Agency.  These  meetings  should  be 
designed  with  a  view  toward  exploring  the 
possibilities  of  utilizing  the  school  settings  to  pro- 
vide health  services  to  Medicaid  recipients. 

Discussions  about  the  resources  necessary  to  pro- 
vide health  services,  standards  of  care,  coordination 
and  integration  among  community  resources  both 
public  and  private,  outreach  activities,  health  care 
management,  patient  tracking  systems,  to  name  a 
few,  are  necessary  topics  during  these  meetings. 

Meetings  which  include  representatives  of  these 
three  State  Agencies  should  be  held  with  their  coun- 
terpart representatives  of  the  LEA  area  or  areas 
being  considered.  An  Appendix  to  this  guide  (HCFA 
Action  Transmittals  AT-78-2  and  AT-78-46)  describes 
the  interagency  agreements  which  must  be 
developed  between  the  PHS  programs  and  the  State 
Medicaid  Agency,  especially  in  relation  to  the 
EPSDT  program.  Schools  should  be  able  to  make 
use  of  these  documents  in  developing  their  own  in- 
teragency agreements. 

Similar  discussions  as  occurred  in  the  State  level 
meetings  but  at  a  more  detailed  level  pertinent  to  the 
local  areas  should  be  held  among  the  participants, 
with  the  intent  of  finalizing  the  selection  of  the  par- 
ticipating areas/schools. 

State  agency  staff  should  provide  the  technical 
assistance  and  professional  consultation  to  the  local 
area{s)  during  the  implementation  of  the  program(s). 


C.  Local-Level  Program  Orientation  and 
Coordination 

An  LEA  representative  should  identify  the  EPSDT 
agency  in  the  area  covered  by  their  schools,  by  con- 
tacting their  local  public  welfare  or  health  depart- 
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merits.  LEA  staff  should  meet  with  local  EPSDT  staff 
and  child  health  representatives  in  order  to  complete 
the  mutual  orientation  process  and  to  begin  program 
coordination  efforts. 

Topics  which  should  be  covered  at  such  a  meeting 
(or  more  realistically,  a  series  of  meetings)  include: 

the  number  of  Medicaid  (i.e.,  EPSDT)  eligible 
children  in  the  schools  involved 

how  to  determine/verify  Medicaid  eligibility 

procedural  safeguards  regarding  confidentiality 
which  must  be  employed  when  exchanging  in- 
formation between  agencies  regarding  in- 
dividuals and  families.  A  document  regarding 
confidentaility  is  attached  as  an  Appendix  to  this 
manual. 

existing  health  screening  practices  used  by 
schools 

any  apparent  duplication  of  effort  in  school  or 
health  program  screenings,  perhaps  determined 
by  comparing  rosters  or  other  forms  prepared  by 
each  agency  or  by  other  providers 

potential  barriers,  if  any,  to  more  coordinated 
screening  efforts  (confidentiality,  reimburse- 
ment levels) 

local  action  steps  necessary  to  integrate  screen- 
ing programs  and  introduce  EPSDT  into  the 
schools. 

any  present  system  used  to  refer  EPSDT  eligible 
children  to  diagnostic  and  treatment  facilities, 
and  methods  used  for  following  up  on  referrals 

policies,  proposals,  and  standards  of  care  neces- 
sary for  the  provision  of  child  health  services. 

existence  and  type  of  system  used  to  track 
children  through  EPSDT  and  other  health 
systems,  and  procedures  for  education  agencies 
to  obtain  this  information 

The  final  stage  of  this  local  level  program  orientation 
and  coordination  is  the  development  and  adoption  of 
any  necessary  interagency  agreements.  These 
should  set  forth  the  education,  EPSDT  and  child 
health  goals  and  the  measurable  objectives  to  be 
achieved  as  a  result  of  the  collaborative  effort,  the 
responsibilities  and  activities  to  be  undertaken  by 
each  party,  and  the  resources  each  is  prepared  to 
commit  to  the  effort. 


D.  Establishment  of  Steering  Committee 

A  local  steering  committee  should  be  established 
which  may  include  representatives  from  such 
organizations  as  the  LEA  and/or  school  jurisdiction, 
the  public  health  sector,  Medicaid/EPSDT,  and  other 
appropriate  representatives  from  the  health  sector 
such  as  private  practitioners,  community  health  cen- 
ters, etc. 


E.  Establish  Contact  with  Local  EPSDT  Service 
Providers 

The  local  EPSDT  agency  should  supply  the  steer- 
ing committee  with  a  list  of  individual  practitioners, 
agencies,  and  health  programs  providing  EPSDT 
services.  According  to  where  each  State  places  its 
emphasis,  these  providers  may  be  mostly  public 
agencies  (i.e.,  county  health  department  offices), 
mostly  private  providers  (i.e.,  individual  doctors  and 
dentists),  or  a  mixture  of  these.  EPSDT  regulations 
require  that  recipients  be  given  their  free  choice  of 
providers,  so  school  staff  should  be  aware  that  there 
may  be  a  broad  group  of  providers  to  work  with. 

Although  contact  with  providers  is  generally  a 
Medicaid  responsibility,  it  would  probably  help  this 
collaborative  effort  (in  the  eyes  of  providers)  if  the 
steering  committee  were  to  contact  the  providers, 
not  the  Medicaid  agency. 

This  contact  should  include: 

assurance  of  private  practitioner  participation  on 
the  Steering  Committee 

description  of  education  agency's  role,  interest, 
and  responsibility  in  the  school/EPSDT  coor- 
dination effort. 

description  of  the  public  health  agency's  role,  in- 
terest, and  responsibility  in  the  school/EPSDT 
coordination  effort 

description  of  support  services  (i.e.,  transporta- 
tion, physical  therapy)  provided  by  the  educa- 
tion agency,  and  identification  of  any  eligibility 
criteria  attached  to  those  services 

how  schools  and  local  public  health  resources  can 
help  reduce  the  number  of  broken  appointments 
by  providing  better  support  services  or  locations 
for  service  delivery 

procedures  for  exchanging  information  on  screen- 
ing, diagnosis,  and  treatment  results 

description  of  how  confidentiality  will  be  assured 

a  plan  for  mutual  site  visits. 

A  sample  letter  which  could  be  used  in  contacting 
providers  is  included  at  the  end  of  this  chapter. 

F.  Synthesis  of  First  Steps/Begin  Development  of 
Service  Plan 

The  local  education  agency,  in  coordination  with 
its  steering  committee,  should  begin  developing 
specific  plans  for  coordinating  EPSDT  and  educa- 
tion programs.  To  form  the  basic  components  of  this 
plan,  the  education  agency  should: 

review  information  received  from  State  and  local 
EPSDT/Medicaid  staffs,  such  as  the  State 
Medicaid  Plan,  and  from  the  State  and  local 
child  health  programs,  including  handicapped 
children's  programs 
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compare  the  EPSDT  screening  package  with  re- 
quirements of  other  screening  programs  the 
schools  are  involved  with,  in  an  effort  to  have 
uniform  health  screening  standards 

adopt  EPSDT  provider  performance  standards, 
secured  from  community  health  programs 


EPSDT 
securing  needed  family  information  for  use  in 
determining  eligibility. 

When  the  plan  has  been  prepared,  the  staff  has  been 
trained,  and  the  necessary  materials  have  been 
secured,  outreach  activities  can  be  conducted. 


G.  Focusing  on  Outreach 

Outreach,  as  discussed  earlier  in  this  guide,  is  one 
of  the  EPSDT  activities  in  which  schools  can  be  most 
effective.  It  is  also  one  area  in  which  schools  can 
most  readily  become  involved,  so  it  will  be  high- 
lighted in  this  how-to-do-it  chapter. 


H.  Planning  for  Outreach 

The  education  agency  may  establish  procedures 
for  conducting  outreach  activities.  Steps  in  the 
development  of  outreach  activities  are: 

select  the  organizational  component  and  the  in- 
dividuals within  the  education  agency  which  will 
have  responsibility  for  conducting  outreach 

determine  current  outreach  methods  used  by 
EPSDT,  education,  and  public  health  programs 
seeking  to  enlist  family  participation 

Identify  staff  resources  currently  used  to  do  out- 
reach for  other  programs  (i.e.,  social  workers, 
psychologists,  special  educators,  community  re- 
lations workers) 

design  an  outreach  information  gathering  strategy 
appropriate  to  local  conditions,  to  determine 
children's  eligibility  for  EPSDT,  and  to  identify 
those  already  receiving  EPSDT  screening. 

secure  materials  for  use  in  the  outreach  process, 
informing  families  with  eligible  children  of  the 
services  available  and  of  confidentiality  guaran- 
tees provided  during  participation.  (These 
materials  are  available  from  the  Medicaid  agen- 
cy.) 

conduct  a  staff  training  program  for  those  who  will 
be  conducting  outreach  activities,  focusing  on: 
how  to  explain  EPSDT  to  families 
advantages  of  early  detection  and  prevention 

of  disease 
telling  families  how  they  may  participate  in 


I.  Planning  for  Monitoring  and  Foilow-Up 

Because  of  their  day-to-day  physical  contact  with 
the  children,  and  their  experience  with  maintaining 
scholastic/testing  records  and  with  following  stu- 
dents from  grade  to  grade,  the  schools  are  in  an  ex- 
cellent position  for  monitoring  and  following  up 
under  EPSDT.  Schools  should  develop  a  plan  for 
conducting  this  activity.  Such  a  plan  should  deter- 
mine the  extent  to  which  health  services  are  being 
provided,  and  the  degree  to  which  coordination  of 
services  between  EPSDT  and  other  programs  is  tak- 
ing place. 

It  is  important  to  know  that  there  will  be  in  some  in- 
stances an  existing  care  plan  for  the  EPSDT  recip- 
ient. Among  these  may  be  the  Individualized  Educa- 
tion Program  (lEP)  for  those  children  receiving 
special  education,  the  Individual  Service  Plan  (ISP) 
for  those  under  the  Supplemental  Security  Income 
Disabled  Children's  Agencies,  other  care  plans 
developed  by  health  providers,  such  as  physicians, 
the  local  health  department,  and  private  organiza- 
tions providing  services  for  the  handicapped.  A 
means  by  which  one  care  plan,  if  at  all  possible,  can 
be  used  as  a  principle  vehicle  for  monitoring  the  pro- 
vision of  services,  is  a  priority  area  for  action. 

Progress  through  the  EPSDT  program,  as  seen  in 
any  individualized  care  plan  that  has  been 
developed,  should  be  reviewed  periodically  with  the 
family,  based  on  the  needs  of  the  individual  child,  to 
assure  that  necessary  diagnostic  and  treatment  pro- 
cedures have  been  completed. 

The  local  steering  committee  should  monitor  over- 
all activities  of  schools  at  the  local  level.  The  par- 
ticipating State  agencies  should  mutually  oversee 
activities  across  the  State  and  provide  necessary 
technical  assistance  and  professional  consultation. 
States  should  in  turn  report  collaboratively  to  desig- 
nated OE,HCFA,and  PHS  regional  office  and  central 
office  staffs. 
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SAMPLE  LETTER  TO  STATE  EPSDT  COORDINATOR 

EPSDT  Coordinator 

State  Medicaid  Agency  (by  name) 

State  Capitol  City,  State 

Dear  EPSDT  Coordinator; 

I  am  the (title)  in/for  (county/school  system)  in  (City).  During  the  course  of 

our  program  year,  we  provide  educational/related  services  to  (Number)  handicapped  children.  Of  these, 

about ^ (Number  of  Percent)  are  eligible  for  EPSDT  services  under  the  Medicaid  plan.  In  preparing  for  these 

children  to  receive  EPSDT  services,  our  program  needs  some  specific  information  about  (State)  EPSDT 

plan.  The  facts  we  need  include: 

Who  is  eligible  (categories  and  income  levels)? 

What  tests  and  procedures  are  included  in  the  screening  package?  What  tests  are  optional? 

At  what  ages  is  a  complete  screening  performed?  Are  follow-up  or  partial  screenings  performed  at  other  times? 
What  ages? 

What  tests  are  included  in  the  follow-up  screenings? 

Who  can  perform  screening  services?  Nurses?  Pediatric  nurse  practioners?  Physicians? 

Will  you  please  provide  us  with  a  copy  of  the  State  plan  along  with  the  name  and  phone  numbers  of  an  appropriate 
contact  person  who  can  respond  to  our  additional  informational  needs  as  they  arise. 

Additionally,  we  would  also  appreciate  receiving  a  copy  of  the  screening  form  and  a  list  of  approved  screening, 
diagnosis  and  treatment  providers  in  our  area. 

After  we,  staff  at  (supply  name),  become  familiar  with  the  materials  you  provide  us,  we  would  like  to 

convene  a  meeting  between  the  EPSDT  staff  and  ourselves  for  the  purpose  of  exploring  coordination  of  our  respective 
services.  Perhaps  you  could  indicate  who  from  your  office  might  attend  such  a  meeting  and  some  possible  dates  when 
you  send  the  requested  materials. 

Many  thanks  for  taking  the  time  to  respond  to  our  request.  We  look  forward  to  working  collaboratively  with  the 
EPSDT  program. 

Sincerely, 


(Name) 


(Title)     (LEA) 
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SAMPLE  LETTER  TO  SCREENING  PROVIDER 

Dear (Providers  Title): 

I     am   (Name.    Educational     title)    for (Special     Education     Program/School) 


in/at  (School   System/Region).   Our   program    provides   educational/related   services   for   handicapped 

children  (ages  0-21  yrs.).  As  our  program  also  provides  screening,  diagnosis,  and  treatment  services  for  educational 
purposes,  we  are  seeking  your  cooperation  to  coordinate  referral  provision, 

fvlany  of  EPSDT  children  screened  by  yourself (your  program)  may  also  have  handicapping  conditions 

which  will  require  specialized  services.  Notification  from  your  office  as  to  who  these  children  are  and  the  condition 
noted  will  allow  us  to  anticipate  their  educational  needs  and  prepare  responsive  programs. 

It  would  save  duplication  of  outreach/screening  efforts,  if  when  noting  a  parlicular  child  has  a  handicapping  con- 
dition, a  copy  of  the  screening  results  could  be  sent  to  his/her home  school.  Additionally,  if  referral  was 

necessary,  we  would  like  the  name  of  the  provider  to  whom  you  referred  the  child. 

As  you  may  already  be  aware,  any  information  provided  to  us  by  yourself  will  be  handled  in  a  strict  confidential 
manner,  as  mandated  by  P.L.  94-142. 

In   advance,  thank  you  for  your  assistance.  We  look  forward  to  hearing  from  you.  Please  feel   free  to  call   us 

at  (phone  number)  if  you  have  any  questions  or  require  more  information. 

Sincerely, 


(Name) 


(Title)     (Educational  Unit) 


Chapter  IV.  An  Educator's  Mini  Guide  to  EPSDT  Plans 


YOUR  STATE'S  EPSDT  PLAN 

The  Early  and  Periodic  Screening,  Diagnosis  and 
Treatment  program  is  a  Federal  program  designed  to 
give  States  responsibility  for  providing  a  comprehen- 
sive range  of  health  care  including  preventive  health 
services  to  Medicaid-eligible  children  0-21  years  of 
age.  Because  EPSDT  is  primarily  a  State-ad- 
ministered program,  each  State  defines  and  imple- 
ments EPSDT  according  to  its  own  resources  and 
regulations — within  minimum  Federal  standards. 

Most  States  have  a  written  document  which  is 
called  the  EPSDT*  State  "plan."  Hopefully,  you  have 
already  written  to  your  State's  EPSDT  coordinator 
and  requested  the  plan.  Read  through  the  plan 
carefully  to  get  the  following  information. 

ELIGIBILITY 

Who  Is  eligible  for  EPSDT  in  your  State? 

Federal  law  requires  States  to  include  all  children 
from  birth  to  21  years  who  are  members  of  families 
receiving  Aid  to  Families  with  Dependent  Children 
(AFDC).  Some  States,  in  addition  to  these  children 
who  are  determined  "medically  needy"  or  medically 
"indigent."  A  few  States  offer  screening  services,  at 
little  or  no  cost,  to  children  who  are  not  eligible  for 
Medicaid.  After  reading  the  State  plan,  you  will  have 
enough  information  to  refer  families,  who  may  be 
eligible  to  the  agency  in  your  community  responsible 
for  administering  EPSDT. 

NOTIFICATION 

Who  is  told  about  EPSDT? 

Families  eligible  for,  but  not  participating  in, 
EPSDT  are  informed  about  the  service  at  least  once  a 
year— in  writing.  This  means  that  they  receive  a 
brochure  in  the  mail  or  are  given  one  during 
eligibility  determination  at  the  Welfare  Office.  You 
(the  LEA)  want  to  request  some  brochures  from  the 
local  welfare  office.  Thes-3  brochures  will  be  helpful 
as  you  explain  to  parents  of  handicapped  children 


"Even  the  name  "EPSDT"  is  not  universal.  In  Illinois,  Hawaii 
and  Oregon,  it  is  Medichek;  in  California,  Child  Health  and  Dis- 
ability Prevention  Program  (CHOP);  in  New  York.  Child  Health 
Assurance  Program  (CHAP). 


who  are  also  Medicaid  eligible  that  there  are  addi- 
tional services  available  to  them  through  the  EPSDT 
program. 


SCREENING  PACKAGES 

What  tests  and  procedures  are  included  in  your 
State's  screening  package? 

Most  states  offer  a  "package"  of  screening  tests 
that  are  commensurate  with  guidelines  provided  by 
local  community  health  programs.  Review  the  list  of 
services  offered  to  EPSDT  eligible  children  to  see  if 
there  are  components  duplicative  of  those  con- 
ducted during  educational  screenings.  Usually  a 
child  receiving  his  first  EPSDT  screen  receives  all 
tests.  Children  may  be  eligible  for  screening  every 
year,  every  two  years,  or  less  often.  To  determine 
your  state's  frequency  of  screening  services  you  will 
have  to  read  its  "periodicity"  schedule. 


HEALTH  CARE  PROVIDERS 

A.  Where  are  screening  services  available? 

Typically,  one  of  three  models  is  used  in  most 
states: 

1.  Screening  services  are  provided  by  public 
health  departments  with  referral  for  diagnosis 
and  treatment  to  private  Medicaid  providers. 

2.  Screening,  diagnosis  and  treatment  are  pro- 
vided by  private  physicians  and  dentists, 
hospitals,  clinics  and  other  authorized  pro- 
viders including  some  Local  Education  Agen- 
cies. 

3.  A  combination  of  1  and  2. 

The  State  plan  will  indicate  who  is  participating  in 
the  EPSDT  program  in  your  State.  Your  local  welfare 
department  or  EPSDT  agency  has  a  current  list  of 
screening  providers  in  your  area. 

B.  Where  are  diagnosis  and  treatment  services 

available? 

Diagnosis  and  treatment  are  available  from  Medicaid 
providers.  This  includes  private  doctors,  hospitals, 
clinic,  dentists  and  some  health  departments. 
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SUPPORT  SERVICES  (TRANSPORTATION,  CHILD 
CARE,  OUTREACH  AND  FOLLOW  -  UP) 

A.  What  transportation  services  are  available  for  the 
EPSDT  program? 

Methods  of  providing  transportation  vary  widely 
from  State  to  State  and  within  States.  Some  typical 
arrangements  include: 

1.  Reimbursement  for  mileage  to  persons  using 

private  autos. 

2.  Tokens  provided  by  case  workers  which  can  be 

used  on  public  transportation. 

3.  Contracts  with  agencies  to  provide  transporta- 

tion. 

B.  Which  agency (ies)  is/are  responsible  for 
outreach  and  follow-up  under  the  State  plan? 

It  may  be  the  health,  welfare  or  EPSDT  agency  or 
another  group  under  contract.  Education  may  be 
able  to  receive  reimbursement  for  outreach  or  follow- 
up  activities. 

The  three  major  functions  and  activities  education 
can  perform  in  using  EPSDT  resources  to  deliver 


health  services  to  Medicaid  eligible  children  are  out- 
reach, arranging  for  screening  and  follow-up. 

Outreach 

Explain  EPSDT 
Identify  Eligibility  Status 

Arrange  for  screening 

Identify  screening  and  continuing  care  providers 
Offer  scheduling  and  support  services  to  families 

Follow-up 

Identify  diagnosis  and  treatment  providers  if  not 
obtaining  care  from  continuous  care  providers 
Offer  scheduling  and  support  services  to  families 
Assure  that  efforts  are  made  to  secure  needed  care 
Assist  in  scheduling  periodic  screening  appoint- 
ments 

Each  of  the  preceding  sections  discusses  one  of 
these  in  detail.  Read  through  them  quickly  to  get  the 
flow  and  then  study  them  separately  later.  You  will 
soon  see  how  "doing  your  homework"  at  each  step 
in  the  process  makes  the  next  step  easier. 
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Chapter  V.  Existing  IVIodels 


A.  Introduction 

There  are  several  examples  of  successful  partner- 
ships between  local  educational  systems  and  EPSDT 
programs.  They  have  occured  in  a  variety  of  ways  in 
several  locations  across  the  country,  some  dating 
back  to  the  early  years  of  EPSDT. 

Although  the  number  of  examples  provided  in  this 
manual  is  small,  these  examples  have  contributed 
significantly  to  an  understanding  of  workable,  practi- 
cal approaches  to  building  EPSDT-LEA  relation- 
ships. This  chapter  will  describe  three  basic  models: 
They  might  be  entitled  "The  School  as  Out- 
reacher,"  "The  School  as  Screener,"  and  "The 
School  as  Full-Range  Provider."  Each  of  these 
models  address  different  roles  for  the  schools,  each 
serves  a  different  purpose  appropriate  to  local  condi- 
tions, each  entails  different  organizational,  pro- 
cedural, and  funding  considerations,  and  each 
places  the  school  in  a  vital  role  of  helping  to  assure 
quality  health  services  for  needy  children. 

The  focus  of  this  chapter  will  be  on  each  of  these 
different  roles  in  turn,  and  existing  models  will  be 
used  to  illustrate  how  each  role  can  work. 

B.  "The  School  as  Outreacher" 

Under  this  model,  the  school  acts  basically  as  an 
outreach  agent  for  the  EPSDT  program.  As  dis- 
cussed earlier  in  this  Guide,  EPSDT  outreach  is  a 
process  of  identifying  eligible  clients,  informing 
them  of  services  available,  and  recruiting  them  for 
participation  in  the  program.  This  could  be  ac- 
complished in  conjunction  with  other  outreach  ac- 
tivities the  school  might  be  involved  in,  such  as  iden- 
tifying children  with  potentially  handicapping  condi- 
tions as  required  under  provisions  of  Public  Law 
94-142,  and  other  activities. 

The  Philadelphia  public  school  system  provides  a 
working  example  of  this  model.  The  school  district 
there  has  entered  into  agreements  with  several 
hospital  clinics  and  private  physicians  to  provide 
screening  to  children  in  certain  grades  of  the  school 
program.  Since  the  State  Public  School  Health  code 
requires  physical  examinations  for  all  children  In 
some  grades,  and  the  EPSDT  screen  satisfies  the  re- 
quirements of  this  code,  the  program  directly 
benefits  the  schools  as  well  as  the  EPSDT  program 
and  its  client-children. 


Since  providers  agree  to  diagnosis  and  treatment 
or  referral  for  all  Medicaid-eligible  children  whom 
they  screen,  the  school's  role  has  the  effect  of  plac- 
ing eligible  children  and  their  families  in  direct  con- 
tact with  sources  of  continuing  medical  care.  The 
district  carries  out  this  role  in  two  ways:  In  some 
partsof  the  city,  eligible  children  are  referred  directly 
to  clinics  or  private  physicians  for  screening; 
elsewhere  (where  there  are  high  concentrations  of 
eligible  children),  providers  perform  screening  ser- 
vices at  the  school. 

In  either  case,  the  school  does  not  act  as  the 
EPSDT  fiscal  agent:  providers  are  directly  reim- 
bursed by  the  State  Medicaid  Agency.  In  the  case  of 
the  in-school  screenings,  the  providers  screen  all 
children,  and  absorb  the  costs  associated  with  the 
screening  of  non-Medicaid  eligible  children.  The 
schools  are  authorized  to  receive  a  75  percent  match 
of  costs  incurred  by  them  in  arranging  and  conduct- 
ing the  outreach  activities. 

For  more  information,  contact: 

Director 

Division  of  School  Health  Services 

The  School  Districts  of  Philadelphia 

Board  of  Education 

21  st  Street  S.  of  the  Parkway 

Philadelphia,  Pa.  19103 

C.  "The  School  as  Screener" 

This  model  requires  that  schools  serve  under 
agreement  with  the  appropriate  state  and  local  agen- 
cy to  provide  screening  for  eligible  children.  They 
may  also  provide  outreach  as  part  of  their  EPSDT 
services,  or  this  may  be  done  by  other  agencies  or 
providers.  In  order  for  the  school  to  qualify  as  a  cer- 
tified pro.vider  of  this  service,  they  must  employ 
qualified  health  personnel  as  specified  in  Federal 
and  State  regulations.  In  many  cases,  the  screening 
is  coordinated  by  school  nurses,  with  supervision 
and  participation  by  a  qualified  physician.  In  some 
situations,  nurse  practitioners  may  provide  most  or 
all  of  the  screening.  Paraprofessionals  are  often 
employed  to  assist  in  the  screening  process,  as  well. 

The  public  school  system  in  New  Orleans  currently 
operates  a  model  of  this  type.  In  this  example,  an 
agreement  between  the  State  Department  of  Educa- 
tion and  Health  and  Human  Resources  allows  the 
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Department  of  Education  to  subcontract  directly  with 
local  school  boards  for  EPSDT  screening.  In  the  New 
Orleans  example,  school  nurses  work  from  print- 
outs of  Medicaid  eligible  children  to  identify  and 
recruit  these  children  in  the  screening  program. 

If  a  medical  problem  is  discovered  during  the 
screening  process,  the  child  in  question  is  referred 
to  a  clinic  or  private  physician  for  diagnosis  and 
treatment.  The  school  nurse  then  assumes  follow-up 
responsibility,  i.e.,  assists  in  scheduling  appoint- 
ments, works  with  the  child  and  family  to  facilitate 
appointment  keeping,  assures  that  a  report  is  sent  to 
the  school,  and  coordinates  arrangements  for  such 
additional  medical  encounters  as  may  be  necessary. 

This  service  is  provided  only  to  Medicaid-eligible 
children,  and  the  LEA  is  directly  reimbursed  by  the 
State  Department  of  Education,  which  bills  the 
Medicaid  agency.  Clinics  or  private  physicians  who 
provide  diagnosis  and  treatment  also  bill  the  State 
Medicaid  agency.  The  school  may  also  be  eligible 
for  a  50%  match  of  any  administrative  costs  incurred 
in  relation  to  the  screening  program. 

Additional  information  about  the  New  Orleans 
program  is  available  from: 

Supervisor  of  School  Nurses 
Department  of  Medical  and  Health  Services 
New  Orleans  Public  Schools 
New  Orleans,  La.  70112 

A  program  which  is  similar  in  concept,  but  which 
focuses  upon  school-based  health  and  develop- 
mental screening  for  preschool  children,  was  passed 
by  the  1977  Minnesota  legislature  and  is  currently 
being  implemented  in  the  State.  Part  of  this  implemen- 
tation involves  development  of  agreements  between 
the  Department  of  Health,  Department  of  Public 
Welfare,  and  Department  of  Education  to  enable 
schools  to  receive  Title  XIX  reimbursement  for  screen- 
ing Medicaid  eligible  children.  Additional  information 
can  be  obtained  from: 

Coordinator 

Preschool  Screening  Program 

Minnesota  State  Department  of  Education 

Capitol  Square,  550  Cedar  St. 

St.  Paul,  MN.  55101 

D.  "The  School  as  Full-Range  Provider" 

As  in  the  case  of  the  screening  model,  schools 
who  provide  the  full  range  of  EPSDT  services  must 
operate  their  program  under  the  terms  of  an  agree- 
ment with  the  appropriate  State  and/or  local  agency. 
Under  this  model,  the  school  must  be  in  a  position  to 
provide  medical  diagnosis  and  treatment  as  defined 
in  an  earlier  section  of  this  Guide,  in  addition  to 
screening  services.  These  services  must  meet  all  ap- 


plicable Federal  and  State  standards,  and  must  be 
under  the  direct  authority  or  control  of  the  school 
district,  i.e.,  the  school  must  be  the  accountable 
agency  with  respect  to  direct  provision  of  EPSDT 
services  for  its  Medicaid-eligible  population.  In  order 
to  qualify,  the  school  may  either  directly  employ  the 
necessary  medical  and  allied  professional  person- 
nel, or  may  assure  the  availability  of  certain  services 
through  contracts  or  other  types  of  agreements  with 
medical  clinics,  laboratories,  or  private  physicians. 
In  many  applications  of  this  model,  the  key  medi- 
cal person  will  be  a  qualified  Nurse  Practitioner,  a 
person  trained  to  perform  physician  examinations,  to 
diagnosis  and  treat  common  illnesses,  and  to  serve 
as  case  manager  for  children  whose  medical 
problems  require  referral  and  follow-up. 

A  program  of  this  type  is  currently  being  operated 
by  the  Hartford  public  schools.  Under  the  terms  of  an 
agreement  with  the  State  EPSDT  agency  and  with 
assistance  from  a  University-based  Health  Center. 
schools  provide  a  full  range  of  primary  medical  and 
dental  services  to  Medicaid-eligible  children. 

The  program  is  located  in  a  "medically  under- 
served"  urban  area  having  a  high  concentration  of 
eligible  families  and  actually  functions  as  the  prin- 
cipal primary  medical  care  facility  for  children  of  that 
population.  Most  of  the  services  (including  primary 
ambulatory  medical  care  as  well  as  outreach, 
periodic  screening,  case  management,  and  medical 
follow-up)  are  provided  by  school-employed  medical 
and  ancilliary  personnel  operating  out  of  the  dis- 
trict's Health  Services  Unit.  (A  suburban  off-shoot  of 
the  program  offers  screening  alone,  on  the  assump- 
tion that  most  children  have  access  to  their  own 
physician.) 

In  the  case  of  the  Hartford  program,  the  city  ad- 
ministrative office  serves  as  the  fiscal  agent  who  bills 
the  State  EPSDT  agency  and  reimburses  the  school 
at  a  rate  of  90%  of  the  Medicaid  monies  it  generates, 
retaining  10%  of  that  amount  for  administrative  costs. 
Additional  revenues,  including  school  health  funds, 
private  foundation  monies,  and  financing  made 
available  from  new  State  legislation  (which  resulted, 
in  part,  from  the  success  of  the  Hartford  project)  are 
added  to  the  fiscal  base  of  the  district  Health  Serv- 
ices Unit  to  the  extent  that  the  program  is  essentially 
self-financed.  Contact: 

Coordinator 

Guidance,  Health  and  Psychological  Services 

Hartford  Public  Schools 

Hartford,  CN 

E.  Summary 

Each  of  these  models  of  school-based  EPSDT 
services  offer  certain  benefits  and  present  certam 
problems  for  the  implementing  school.  A  problem 
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common  to  all  of  the  models  is  the  matter  of  confi- 
dentiality of  information  which  identifies  Medicaid- 
eligible  children.  This  problem  can  be  overcome  in 
part  through  interagency  agreements  which  autho- 
rize the  school's  status  as  an  EPSDT  provider,  and 
partly  through  effective  outreach  strategies,  insofar 
as  the  eligible  family's  right  to  privacy  is  not  violated. 

In  the  case  of  the  screening  and  the  full  EPSDT 
service  models,  start-up  costs  pose  a  significant  bar- 
rier; since  the  EPSDT  program  is  of  a  reimbursement 
type,  schools  may  have  difficulty  in  acquiring  the  ini- 
tial "seed  money."  In  some  cases,  largely  dependent 
upon  decisions  of  the  State  Medicaid/EPSDT  agen- 
cy, these  costs  can  be  offset  through  capitation  made 
possible  by  certain  waivers  which  may  be  granted  by 
HCFA  for  purposes  of  initiating  such  a  program. 
Pending  Federal  Legislation  (the  Child  Health 
Assurance  Program,  CHAP),  if  passed,  may  serve  to 
allieviate  this  problem. 

Economies  of  scale  also  play  a  role  in  this  regard: 
medically  underserved  areas  exist  in  rural  as  well  as 
urban  areas,  but  the  implementation  of  such 
programs  in  other  than  urban  centers  with  high  con- 
centrations of  Medicaid-eligible  children  is  not 
fiscally  attractive.  A  partial  solution  to  this  problem 
might  exist  through  interagency  agreements  linking 
in  such  programs  as  those  for  MCH  and  CCS 
programs  funded  under  Title  V  of  the  Social  Security 
Act,  and  the  primary  care  programs  such  as  com- 
munity health  centers  under  the  Public  Health  Ser- 
vices Act. 

Another  problem  is  that  of  overcoming  the  barriers 
to  school-based  health  programs  that  arise  out  of  the 
typical  resistance  on  the  part  of  both  the  schools  and 
the  medical  community  to  collaborate  in  the  delivery 
of  health  services.  Where  such  programs  have 
become  established,  this  problem  has  tended  to 
resolve  itself.  In  many  other  situations,  it  has  pre- 
vented the  establishment  of  such  programs.  It  is  re- 
quired of  both  sides  that  they  examine  their  separate 
interests  in  the  context  of  their  mutual  commitments, 
and  the  potential  benefits  for  needy  children. 

A  final  problem  for  schools  wishing  to  participate 
in  EPSDT  is  the  administrative  workload  involved. 
Many  school  systems  may  not  be  organized  to  han- 
dle large-scale  unit  billing  on  a  per-child/per  service 
basis— a  feature  of  Medicaid  reimbursement  pro- 
cedures that  is  more  common  to  medical  practice 
and  human  resources  agencies.  In  addition,  certain 
requirements  pertaining  to  records  and  reports  (re- 
quired in  most  States  for  program  accountability) 
may  be  new  to  the  typical  school's  data  management 
experience.  Potential  resolutions  to  these  problems 
may  be  found  through  the  50%  EPSDT  match  availa- 
ble for  ar  administrative  costs,  and  throught  the  90% 
match  for  costs  of  developing  the  necessary  data 
management  systems. 


A  formal  evaluation  of  the  EPSDT/schools  service 
delivery  link  has  not  yet  been  undertaken,  although 
plans  do  exist  to  begin  such  an  evaluation  in  the  Fall 
of  1980.  However,  both  health  and  education  profes- 
sionals have  been  able  to  identify  a  variety  of 
benefits  which  arise  out  of  this  joint  activity.  Some  of 
these  are: 

Virtually   all   eligible   school-aged   children    are 
enrolled   in,  or   known   to,  the  schools.   The 
schools  are  therefore  in  a  position  to  play  a 
highly   cost-effective   role   in    linking   these 
children  to  appropriate  medical   resources, 
whether  through  referral  or  direct  provision  of 
EPSDT  services. 
Many  of  the  features  of  the  EPSDT  outreach, 
screening,  and  follow-up  activities  are  consis- 
tent with  requirements  of  other  federally  funded 
programs  in  which  schools  may  participate  (e.g., 
the  Child  Find,  lEP,  and  related  services  require- 
ments of  P.L.  94-142)  which  do  not  provide  addi- 
tional funds  to  meet  the  total  costs  of  these  ad- 
ded programs'  requirements.  Schools  can,  par- 
ticularly in  areas  with  high  concentrations  of 
Medicaid-eligible  children,  help  defray  these  ad- 
ded costs  through  participation  in  the  EPSDT 
program. 
In    areas    having    a    high   density    of   medical 
resources,  schools  can  fill  gaps  in  outreach  and 
referral  services  through  minor  extensions  of 
then  existing  Child  Find,  lEP,  and  related  serv- 
ices programs,  while  at  the  same  time  becoming 
more  able  to  assure  availability  of  related  serv- 
ices through  improved  linkages  with  the  health 
community. 
Schools   which    effectively    participate    in    EPSDT 
screening  and/or  diagnosis  and  treatment  services 
will  contribute  significantly  to  the  realization  of 
community  preventive  health  strategies  through 
improved  participation  by  the  private  and  public 
health  practitioners  and  through  improvements  in 
the  health  status  of  children. 
Schools   which    effectively    participate    in    EPSDT 
screening   and  follow-up  services  may  help  to 
achieve  greater  efficency  in  the  process  of  refer- 
ring eligible  children  to  a  number  of  private 
physicians,  thus  preventing  unnecessary  over- 
loading of  individual  private  sector  resources — 
a  frequent  barrier  to  accessability  of  needed 
medical  services. 
It  is  hoped  that  the  benefits  and  barriers  discussed 
in  the  Gu/de  will  be  thoroughly  examined  by  school 
leaders,  their  health  care  system  counterparts,  and 
agents  of  relevant  State  and  local  agencies.  It  can  be 
determined  that  schools  have  a  vitally  important  and 
cost-beneficial  role  in  solving  some  of  the  problems 
associated  with   providing   high   quality   health   ser- 
vices to  Medicaid  children. 
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Appendices 


1.  ESPDT  Regional  Coordinators 

2.  EPSDT  State  Coordinators 

3.  OE  Regional  Office  Program  Coordinators 

4.  Chief  State  School  Officers 

5.  PHS  Regional  Progrann  Consultants,  MCH/CC 

6.  State  MCH/CC  Directors 

7.  HCFA  Action  Transmittals  AT-78-2  and  AT-78-46  (Interagency  Agreement 
Guidelines) 

8.  Confidentiality.  (This  material  at  time  of  guides  publication.  It  may  be  ob- 
tained from  State  Medicaid  Agencies.) 
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Appendix  1.  EPSDT  Regional  Coordinators 


Region  I 

Maria  Kahn 
HCFA,  Medicaid 
John  F.  Kennedy  BIdg 
13th  Floor 
Government  Center 
Boston,  MA  02203 
617-223-1467 


Region  II 

Ms.  Tecia  Kern 
HCFA,  Medicaid 
Federal  BIdg,  Rm  3842 
25  Federal  Plaza 
New  York,  NY  10007 
212-264-2579 

Region  III 

Betty  Wheeler 

HCFA,  Medicaid 

10th  Floor 

P.O.  Box  7760 

36  th  and  Market  Sts. 

Philadelphia,  PA  19101 

215-596-1322 


Region  V 

Jonathan  Nachsin 

HCFA,  Medicaid 

Room  A-835 

175  W.  Jackson  Blvd. 

Chicago,  I L  60604 

312-353-3702 

Region  VI 

Betty  Collins 
HCFA,  Medicaid 
1200  Main  Tovs/er  BIdg 
24th  Floor 
Dallas,  TX  75202 
214-729-6481 

Region  VII 

Ms.  Johnnie  Terry-Flemming 

HCFA,  Medicaid 

5th  Floor 

Federal  Office  BIdg 

601  East  12th  Street 

Kansas  City,  MO  64106 

816-758-3783 


Region  VIII 

Mr.  Lauren  Smith 

HCFA,  Medicaid 

7th  Floor 

11037  Federal  Office  BIdg 

Denver,  CO  80294 

303<327-2681/2682 

Region  IX 

Sara  Puree  1 1 

HCFA  Medicaid 

14th  Floor 

100  Van  Ness 

San  Francisco,  CA  94102 

41 5-556-3005 

Region  X 

William  Collins 

HCFA,  Medicaid 

MS  505 

Arcade  Plaza  BIdg 

1321  Second  Avenue 

Seattle,  WA  98101 

206^99-0506 


Region  IV 

Allle  Saxon  (AL,  FL,  GA,  SC) 

404-242-2081 

Jerry  McClain  (KY,  MS,  NC,  TN) 

404-242-2562 

HCFA,  Medicaid 

101  Mareitta  Tower  6th  Floor 

Atlanta,  Georgia  30323 
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Appendix  2.  State  EPSDT  Coordinators 


Region  I 

Connecticut 

Ms.  Elaine  Pegalo 

Department  of  Income  Maintenance 

110  Bartholomew  Avenue 

Hartford,  Connecticut  06106 

203-566-2772 

Maine 

Mrs.  Edna  Jones 

State  EPSDT  Coordinator 

Bureau  of  Health 

Division  of  Public  Health  Nursing 

Department  of  Human  Services 

State  Office  Building 

Augusta,  Maine  04333 

207-289-3259 

Massachusetts 

Mr.  Edmund  Wrenn 

Department  of  Public  Welfare 

600  Washington  Street, 

Room  740 

Boston,  Massachusetts  02111 

617-727-8084 

New  Hampshire 

Ms.  Judith  Lanouette  Nicholson 

Division  of  Welfare 

8  Loudon  Road 

Concord,  New  Hampshire  03301 

603-271-4305 

Rhode  Island 

Mr.  Donald  Sullivan 

Social  and  Rehabilitation  Services 

600  New  London  Avenue 

Cranston,  Rhode  Island  02920 

401-464-2181 

Vermont 

Ms.  Joy  Morrell  and  John  Taft 
Department  of  Social  Welfare 
103  South  Main  Street 
Waterbury,  Vermont  05676 
801  -241  -2880 


Region  II 

New  Jersey 

Ruth  Stekert,  M.D. 

EPSDT  Coordinator 

New  Jersey  Medicaid  Program 

324  East  State  Street 

Trenton,  New  Jersey  08625 

609-292-8197 

New  York 

Mr.  Walter  Gartner 

Division  of  Medical  Assistance 

N.Y.  State  Dept.  of  Social 

Services 
40  North  Pearl  Street 


Albany,  New  York  12243 
518-474-9249 

Puerto  Rico 

Concepcion  Puerez-Puerez 

Director, 

Medical  Assistance  Program 

Department  of  Health 

Box  10037 

Caparra  Heights  Station 

Rio  Piedras,  Puerto  Rico 

809-765-9941 

Virgin  Islands 

Mr.  Truiona  Bonnano 

Director 

Bureau  of  Health  Insurance  and 

Medical  Assistance 
Department  of  Health 
Franklin  Building 
Charlotte  Amalie,  St.  Thomas, 

Virgin  Islands  00801 
809-774-6658 


Region  III 

Delaware 

Ms.  Patricia  Phillips 
Division  of  Social  Services 
State  Department  of  Health 

and  Social  Services 
Post  Office  Box  309 
Wilmington,  Delaware  19899 
302-421-6134 

District  of  Columbia — 

Dr.  Stanley  G.  Leftwich,  Chief 
Coordination  Branch 
Department  of  Human  Resources 
Medical  Assistance  Division 
614  H.  Street,  N.W.,  Room  708 
Washington,  D.C.  20001 
202-72753 

Maryland 

Ms.  Amy  Chapper 
Department  of  Health  and 

Mental  Hygiene 
Medical  Assistance  Policy 

Administration 
201  West  Preston  Street 
1st  Roor 

Baltimore,  Maryland  21201 
301  -  383-2658 

Pennsylvania 

Mr.  James  McKittrick 
State  Department  of  Public 

Welfare 
Room  533 

Health  and  Welfare  Building 
Harrlsburg,  Pennsylvania  17120 
717-787-1170 


Virginia 

Ms.  Patricia  Redler 
Virginia  Medical  Assistance 

Program 
State  Department  of  Health 
109  Governor  Street,  8th  Roor 
Richmond,  Virginia  23219 
804-786-6273 

West  Virginia 

Mr.  Ross  Epiing 
Division  of  Medical  Care 
State  Department  of  Welfare 
1900  East  Washington  Street 
Charleston,  West  Virginia  25305 
304-348-8990 


Region  IV 

Alabama 

Ms.  Beth  Reeder 
Medical  Services  Administration 
2500  Fairland  Drive 
Montgomery,  Alabama  36130 
205-277-2710  Ext.  341 

Florida 

Ms.  Donna  Kuen 
Department  of  Health  and 
Rehabilitation  Services 
Social  Economic  Program  Office 
1323Winewood  Boulevard 
Tallahassee,  Florida  32301 
904-487-2127 

Georgia 

Ms.  Wilma  Cooper 

Department  of  Medical  Assistance 

Division  of  Benefit  Payments 

1010  West  Peachtree 

Atlanta,  Georgia  30309 

404-894^954 

Kentucky 

Ms.  Buena  Bishop 

Bureau  for  Social  Insurance 

Department  for  Human  Resources 

DHR  Building 

Frankfort,  Kentucky  40601 

502-  564-3476 

Mississippi 

Mrs.  Virginia  Walker 

Mississippi  Medicaid  Commission 

P.O.  Box  16876 

Jackson,  Mississippi  39216 

601  -  354-7464 

North  Carolina 

Ms.  Susan  Hunt 
Division  of  Social  Services 
Medical  Services  Section 
Recipient  and  Patient  Services 
325  N.  Salisbury  Street 


26 


North  Carolina,  cent. 

Raleigh,  North  Carolina  27611 
919-733-6775 

South  Carolina 

Ms.  Bonnie  Witherspoon 
Department  of  Social  Service 
Post  Office  Box  1520 
Columbia,  South  Carolina  29202 
803-758-7998 

Tennessee 

Mr.  Robert  Butler 

Bureau  of  Medical  Administration 

and  Coordination 
Division  of  Medical  Services 
Department  of  Public  Health 
Middle  Tennessee  Chest  Disease 

Hospital 
283  Plus  Park  Boulevard 
Nashville,  Tennessee 
615-741-6347 


Region  V 

Illinois 

Mr.  Charles  H.  Pfotenhauer 

Medichek  Program 

921  E.  Washington  Street 

Springfield ,  I  llinois  62708 

8-956-1434 

Indiana 

Mr.  Charles  Bowman 

100  N.  Senate  Avenue,  Room  702 

Indianapolis,  Indiana  46204 

8-336^309 

Michigan 

Mr.  Bill  Keller 

Department  of  Social  Services 

Commerce  Center  BIdg.,  9th  Floor 

300  S.  Capitol  Avenue 

Lansing,  Michigan  48926 

8-253-7620 

Minnesota 

Ms.  Nancy  Feldman 
Department  of  Public  Welfare 
4th  Floor,  Centennial  Office 

Building 
St.  Paul,  Minnesota  55155 
8-776-6955 

Ohio 

Ms.  Colleen  McMurray 
Ohio  Department  of  Public 

Welfare 
Division  of  Medical  Assistance 
Bureau  of  EPSDT 
State  Office  Tower,  34th  Floor 
30  E.  Broad  Street 
Columbus,  Ohio  43215 
8-942-5748 


Wisconsin 

Ms.  Ramona  Radtke 
Department  of  Health  and 

Social  Services 
110  East  Main  Street 
Madison,  Wisconsin  53702 
8-366-6801 


Region  VI 

Arkansas 

Ms.  Karen  Feagin 
Arkansas  Social  Services 
Medical  Care  Division 
POst  Office  Box  1437 
Little  Rock,  Arkansas  72203 
501-371-2273 

Louisiana 

Mrs.  Rosemary  Morris 
Department  of  Health  and 

Human  Resources 
Office  of  Family  Services 
755  Riverside  Mall 
Post  Office  Box  44065 
Baton  Rouge,  Louisiana  70804 
504-342-3906 

New  Mexico 

Mr.  Carlos  Fierro 
EPSDT  Coordinator 
Room  524  PERA  Building 
Health  and  Social  Services 

Department 
Post  Office  Box  2348 
Santa  Fe,  New  Mexico  87503 
505-827-2401 

Oklahoma 

Bertha  M.  Levy,  M.D. 
Supervisor,  Medical  Unit 
Department  of  Institutions 
Social  and  Rehabilitation 

Services 
Post  Office  Box  25352 
Oklahoma  City,  Oklahoma  73125 
405-521-3801 

Texas 

Mr.  Bob  Smith 

Program  Manager 

Medical  Services  Specialties 

Division 
State  Department  of  Human  Resources 
200  East  Riverside  Drive 
Austin,  Texas  78704 
512-475-6391 

Region  VII 
Iowa 

Ms.  Kathi  Kellen 

Bureau  of  Medical  Services 

Department  of  Social  Services 

Hoover  State  Office  Building 

Des  Moines.  Iowa  50319 

515-281-8795 


Kansas 

Ms.  Sandra  Barrie 
Medical  Services  Section 
Department  of  Social  and 

Rehabilitation  Service 
Medical  Services  Administration 
State  Office  Building 
Topeka,  Kansas  6661 2 
913-296-3981 

Missouri 

Mr.  Thomas  Larsen 
Department  of  Social  Services 
Broadway  State  Office  Building 
Jefferson  City,  Missouri  65101 
314-751-4247 

Nebraska 

Mr.  John  Alexander 
Medical  Services  Division 
Department  of  Public  Welfare 
301  Centennial  Mall  South 
Lincoln,  Nebraska  68509 
402-471-3121  (Extension  145) 


Region  Vlil 

Cotorado 

Ms.  Phyllis  Payne 

Division  of  Medical  Assistance 

1575  Sherman  Street,  10th  Floor 

Denver,  Colorado  80203 

303-839-3031 

Montana 

Ms.  Marie  Brazier  -  Title  XX 
Social  Services  Bureau 
Post  Office  Box  4210 
Helena,  Montana  59601 
8-587-3952 

North  Dakota 

Ms.  Doris  Schell 

Medical  Services  Division 

State  Capitol  Building 

16th  Floor 

Bismarck.  North  Dakota  58505 

701  -224-2321 

South  Dakota 

Ms.  Joyce  Sugrue 

Medical  Services  Administration 

Richard  F.  Kneip  building 

Illinois  Street 

Pierre.  South  Sakota  57501 

605-773-3495 

Utah 

Ms.  Betty  Johnson 

Office  of  HCFA 

150  West  North  Temple 

Room  230 

Salt  Lake  City.  Utah  84110 

801-533-5038 
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Wyoming 

Ms.  Maureen  Maier 

Division  of  Health  and  Medical 

Services 
Medical  Assistance  Services 
4th  Floor,  Room  459 
Hathaway  State  Office  Building 
Cheyenne,  Wyoming  82001 
301-328-9533 

Region  IX 

California 

Mr.  Siegried  Centerwall,  M.D. 

Chief,  CHOP  Branch,  Room  300 

Department  of  Health  Services 

71 4  P  Street 

Sacramento,  California  95814 

916-322^780 

Hawaii 

Ms.  Loretta  Fujiwara 
Department  of  Social  Services 
and  Housing 


Post  Office  Box  339 
Honolulu,  Hawaii  96809 
808-548-6584 

Nevada 

Eloise  Harris,  R.N. 
State  Welfare  Division 
Medical  Care  Section 
251  Jeanell  Drive 
Capital  Complex 
Carson  City,  Nevada  89710 
702-885^775 


Region  X 

Alaska 

Ms.  Val  Lennon 
Department  of  Health  and 

Social  Services 
Pouch  H-06 
Juneau,  Alaska  99811 
907-  465-3388 


Idaho 

Mr.  William  Overton 

Department  of  Health  and  Welfare 

Bureau  of  Child  Health 

State  House 

Boise,  Idaho  83720 

208-384-2127 

Oregon 

Mr.  Wallace  Roseboro 

Adult  Family  Services  Division 

Health  and  Social  Services 

Section 
Medichek  Sub-unit 
203  Public  Services  Building 
Salem,  Oregon  97310 
503-378-5885 

Washington 

Ms.  Elizabeth  Benedict 
Office  of  Medical  Assistance 
Health  Services  Division  LK-11 
Department  of  Social  &  Health  Services 
Olympia,  Washington  98504 
206-753-7313 
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Appendix  3.  OE  Regional  Office  Program  Coordinators 


Region  I 

James  C.  Cronin 

Division  of  Educational  Svcs. 

Office  of  Education,  Region  I 

John  F.  Kennedy  Federal  BIdg. 

Room  2403 

Boston,  Massachusetts  02203 

(617)223-7227 


Region  II 

Clara  Luna 

Division  of  Educational  Svcs. 

Office  of  Education,  Region  II 

26  Federal  Plaza 

New  York,  New  York  10007 

(212)254-8145 


Region  III 

Jessica  D'Antonio 

Office  of  Intergovernmental 

and  Special  Services 
Office  of  Education,  Region  III 
3535  Market  Street 
Philadelphia,  Pennsylvania  19101 
(215)596-1001 

Region  IV 

Polly  Mcintosh,  Chief 
Office  of  Intergovernmental 


and  Special  Services 
Office  of  Education,  Region  IV 
101  Marietta  Tower  Building 
Suite  301 

Atlanta,  Georgia  30323 
(404)221-2063 


Region  V 

Robert  H.  Hewlett,  Chief 
Office  of  Intergovernmental 

and  Special  Services 
Office  of  Education,  Region  V 
300  S.  Wacker  Drive,  32nd  Floor 
Chicago,  Illinois  60606 
(312)353-1750 


Region  VI 

Earl  P.  Schubert,  Director 
Office  of  Intergovernmental 

and  Special  Services 
Office  of  Education,  Region  VI 
1200  Main  Tower 
Dallas,  Texas  75202 
(214)767-3711 


Region  VII 

Lynn  King 

Division  of  Educational  Dissemination 

Office  of  Education,  Region  VII 


601  East  12th  Street— Room  360 
Kansas  City,  Missouri  64104 
(816)374-5800 

Region  VIII 

Lewis  R.  Crum,  Director 
Division  of  Educational  Services 
Office  of  Education,  Region  VIII 
Federal  Office  Building 
19th  &  Stout  Streets 
Denver,  Colorado  80294 
(303)  837-3733 

Region  IX 

Samuel  Kermoian,  Director 
Office  of  Intergovernmental 

and  Special  Services 
Office  of  Education,  Region  IX 
50  United  Nations  Plaza,  Room  205 
San  Francisco,  California  94102 
(415)556-6750 

Region  X 

Robert  A.  Radford,  Director 

Division  of  Educational  Dissemination 

Office  of  Education,  Region  X 

Arcade  Plaza  Building 

1321  Second  Avenue  M/S  1515 

Seattle,  Washington  98101 

(206)  442-0450 
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Appendix  4.  Chief  State  School  Officers 


Alabama  (Region  IV) 

Honorable  Wayne  league 
Superintendent  of  Education 
State  Department  of  Education 
Montgomery,  Alabama  36104 
(205)832-3316 


Alaska  (Region  X) 

Honorable  Marshall  Lind 
Commissioner  of  Education 
State  Department  of  Education 
Juneau,  Alaska  99801 
(907)  465-2800 

Arizona  (Region  IX) 

Honorable  Carolyn  Warner 
Superintendent  of  Public  Instr. 
Department  of  Education 
1535  West  Jefferson 
Phoenix,  Arizona  85007 
(602)271  -4361 

Arkansas  (Region  VI) 

Honorable  Earl  Willis 
Director  of  Education 
Department  of  Education 
State  Education  Building 
Little  Rock,  Arkansas  77201 
(501)371-1464 

California  (Region  IX) 

Honorable  Wilson  Riles 
Superintendent  of  Public  Instr. 
State  Department  of  Education 
721  Capitol  Mall 
Sacramento,  California  95814 
(916)445^338 

Cotorado  (Region  VIII) 

Honorable  Calvin  Frazier 
Commissioner  of  Education 
State  Department  of  Education 
Denver,  Colorado  80203 
(303)839-2212 

Connecticut  (Region  I) 

Honorable  Mark  R.  Shedd 
Commissioner  of  Education 
State  Department  of  Education 
Hartford,  Connecticut 
(203)  566-5051 

Delaware  (Region  III) 

Honorable  Kenneth  C.  Madden 
Superintendent  of  Public  Instr. 
State  Department  of  Public  Instr. 
Townsend  Building 


Dover,  Delaware  19901 
(302)  678-4601 

DistrKtof  Columbia  (Region  III) 

Honorable  Vincent  E.  Reed 
Superintendent  of  Schools 
Presidential  BIdg.  -12th  Fl. 
415  12th  Street,  N.W. 
Washington,  D.C.  20004 
(202)  724-4222 

FlorkJa  (Region  IV) 

Honorable  Ralph  D.  Turlington 
Commissioner  of  Education 
Florida  Department  of  Education 
Tallahassee,  Florida  32304 
(904)488-3115 

Georgia  (Region  IV) 

Honorable  Charles  McDaniel 
Superintendent  of  Schools 
State  Department  of  Education 
Atlanta,  Georgia  30334 
(404)  656-2800 

Guam  (Region  IX) 

Honorable  Elaine  Cadigan 
Director  of  Education 
Department  of  Education 
Agana,Guam  96910 
(Dial  9-0)  777-8975 


Hawaii  (Region  IX) 

Honorable  Charles  G.  Clark 
Superintendent  of  Education 
P.O.  Box  2360 
Honolulu,  Hawaii  96804 
(808)  548-6405 

Idaho  (Region  X) 

Honorable  Roy  Truby  (Dr.) 
Superintendent  of  Public  Instr. 
State  Department  of  Education 
Len  Jordan  Building 
Boise,  Odaho  83720 
(208)  384-3300 

Illinois  (Region  V) 

Honorable  Joseph  M.  Cronin 
State  Superintendent  of  Educ. 
Illinois  Office  of  Education 
Springfield,  Illinois 
(217)782-2221 


Indiana  (Region  V) 

Honorable  Harold  H.  Negley 


Department  of  Public  Instr. 
229  State  House 
Indianapolis,  Indiana  46204 
(317)633-6610 


Iowa  (Region  VII) 

Honorable  Robert  D.  Benton 
Superintendent  of  Public  Instr. 
State  Dept.  of  Public  Instr. 
Grimes  State  Office  Building 
Des  Moines,  Iowa  50319 
(515)  281  -5294 

Kansas  (Region  VII) 

Honorable  Merle  R.  Bolton  (Dr.) 
Commissioner  of  Education 
State  Department  of  Education 
120  East  Tenth  Street 
Topeka,  Kansas  66612 
(913)296-3866 

Kentucky  (Region  IV) 

Honorable  James  B.  Graham  (Dr.; 
Superintendent  of  Public  Instr. 
State  Department  of  Education 
Frankfort,  Kentucky  40601 
(502)  564-4770 

Louisiana  (Region  VI) 

Honorable  J.  Kelly  Nix 
Superintendent  of  Public  Instr. 
State  Department  of  Education 
Baton  Rouge,  Louisiana  70804 
(504)  389-2553 

Maine  (Region  I) 

Honorable  H.  Sawin  Millett,  Jr. 

Commissioner 

State  Department  of  Educational 

&  Cultural  Services 
Augusta,  Maine  04333 

Maryland  (Region  III) 

Honorable  David  W.  Hornbeck 

State 

State  Department  of  Education 

P.O.  Box  8717-  BWI  Airport 

Baltimore,  Maryland  21240 

(301)  796-8300,  EXT.  200  or  201 

Massachusetts  (Region  I) 

Honorable  Gregory  Anrig 
Commissioner  of  Education 
State  Department  of  Education 
31  St.  James  Avenue 
Boston,  Massachusetts  02116 
(617)  727-5700 
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Michigan  (Region  V) 

Honorable  John  W.  Porter 
Superintendent  of  Public  Instr. 
State  Department  of  Education 
P.O.  Box  30008 
Lansing,  Michigan  48909 
(517)373-3354 


Minnesota  (Region  V) 

Honorable  Howard  B.  Casmey 
Commissioner  of  Education 
State  Department  of  Education 
Capitol  Square,  550  Cedar  Str. 
St.  Paul,f\/linnesota  55101 
(61 2)  296-2358 


Mississippi  (Region  IV) 

Honorable  Charles  E.  Holladay 
State  Superintendent  of  Educ. 
P.O.  Box  771 

Jackson,  Mississippi  39205 
(601 )  354-6933 


Missouri  (Region  VII) 

Honorable  Arthur  L  Mallory 
Commissioner  of  Education 
Department  of  Elementary  & 

Secondary  Education 
Jefferson  City,  Missouri  6510 
(314)751-4446 

Montana  (Region  VIII) 

Honorable  Georgia  Rice 
Superintendent  of  Public  Instr. 
Office  of  Public  Instruction 
State  Capitol 
Helena,  Montana  59601 
(406)  449-3654 

Nebraska  (Regional  VII) 

Honorable  M.  Anne  Campbell 

Commissioner  of  Education 

State  Department  of  Education 

Box  94987 

Lincoln,  Nebraska  68509 

(402)471-2465 

Nevada  (Region  IX) 

Honorable  John  R.  Gamble 
Superintendent  of  Public  Instr. 
Nevada  State  Depart,  of  Educ. 
St.  Capital  Complex 
Carson  City,  Nevada  89710 
(702)  885-5700,  EXT.  270 

New  Hampshire  (Region  I) 

Honorable  Rot)ert  L.  Brunelle 
Commissioner  of  Education 
410  State  House  Annex 
Concord,  New  Hampshire  03301 


(603)271-3144 


New  Jersey  (Region  II) 

Honorable  Fred  G.  Burke 
Commissioner  of  Education 
State  Department  of  Education 
Trenton,  New  Jersey  08625 
(609)  292-4450 


New  Mexico  (Region  VI) 

Honorable  Leonard  J.  DeLayo 
Superintendent  of  Public  Instr. 
State  Department  of  Education 
State  Education  Building 
300  Don  Caspar  Avenue 
Santa  Fe,  New  Mexico  87503 
(505)  827-2282 


New  York  (Region  II) 

Honorable  Gordon  M.  Ambach 
Commissioner  of  Education 
State  Education  Department 
Albany,  New  York  12234 
(505)  827-2282 


North  Carolina  (Region  IV) 

Honorable  A.  Craig  Phillips 
Superintendent  of  Public  Instr. 
State  Dept.  of  Public  Instr. 
Raleigh,  North  Carolina  2761 1 
(919)733^3813 


North  Dakota  (Region  VIII) 

Honorable  Howard  J.  Snortland 
Superintendent  of  Public  Instr. 
State  Dept.  of  Public  Instr. 
Bismarck,  North  Dakota  224-2261 

Ohio  (Region  V) 

Honorable  Franklin  B.  Walter 
Superintendent  of  Public  Instr. 
State  Department  of  Education 
65  S.  Front  Street,  Room  808 
Columbus,  Ohio  43215 
(614)456-3304 

Oklahoma  (Region  Vi) 

Honorable  Leslie  R.  Fisher 
Superintendent  of  Public  Instr. 
State  Dept.  of  Education 
Oklahoma  City,  Oklahoma  731 
(405)  521  -3351 

Oregon  (Region  X) 

Honorable  Verne  A.  Duncan 
State  Super,  of  Public  Instr. 
Oregon  Department  of  Education 
942  Lancaster  Drive,  N.E. 
Salem,  Oregon  97310 
(503)  378-3573 


Penrtsylvania  (Region  III) 

Honorable  Caryl  M.  Kline 
Secretary  of  Education 
Department  of  Education 
Post  Office  Box  911 
Harrisburg,  Pennsylvania 
(717)787-5820 

Puerto  Rico  (Region  II) 

Honorable  Cartas  E.  Chardon 
Secretary  of  Education 
Department  of  Education 
Hato  Rey,  Puerto  Rico  00924 
(809)  765  -  3493 

Rhode  Island  (Region  I) 

Honorable  Thomas  C.  Schmidt 
Commissioner  of  Education 
Rhode  Island  Dept.  of  Education 
199  Promenade  Street 
Providence,  Rhode  Island  02901 
(401)  227-2031 


South  Carolina  (Region  IV) 

Honorable  Cyril  B.  Busbee 
Superintendent  of  Education 
State  Dept.  of  Education 
Columbia,  South  Carolina  292 
(803)  758-3291 

South  Dakota  (Region  VIII) 

Honorable  Thomas  C.  Todd 
State  Superintendent 
Division  of  Elementary  & 

Secondary  Education 
New  State  Office  Building 
Pierre,  South  Dakota  57501 
(605)  224-3243 


Tennessee  (Region  IV) 

Honorable  E.  A.  Cox 
Commissioner  of  Education 
State  Department  of  Education 
100  Cordell  Hull  Building 
Nashville,  Tennessee  37219 
(615)  741-2731 


Texas  (Region  VI) 

Honorable  M.  L  Brockette 
Commissioner  of  Education 
Texas  Education  Agency 
201  E.  11th  Street 
Austin,  Texas  78701 
(512)475-3271 


Utah  (Region  VIII) 

Honorable  Walter  D.  Talbot 
State  Super  of  Public  Instr. 
Utah  State  Board  of  Education 
250  E  Fifth.  South 
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Utah  (Region  VIII),  cont. 

Salt  Lake  City.  Utah  84111 
(801 )  533-5431 


Vermont  (Region  I) 

Honorable  Robert  A.  Withey 
Commissioner  of  Education 
State  of  Department  o  Education 
Montpelier,  Vermont  05602 
(802)828-3135 


Virgin  Islands  (Region  II) 

Honorable  Gwendolyn  Kean 
Commissioner  of  Education 
Department  of  Education 
P.O.  Box  630,  Charlotte  Amalie 
St.  Thomas,  Virgin  Islands  00801 
(809)  744-2810,  744-0100,  EXT.  202 


Virginia  (Region  III) 

Honorable  W.  E.  Campbell 
Superintendent  of  Public  Instr. 
Department  of  Education 
Richmond,  Virginia  23216 
(804)  786-261 2 


Washington  (Region  X) 

Honorable  Frank  B.  Brouillet 
Superintendent  of  Public  Instr. 
Old  Capitol  Building 
Olympia,  Washington  98504 
(206)753-6717 


West  Virginia  (Region  III) 

Honorable  Daniel  B.  Taylor 
Superintendent  of  Schools 
West  Virginia  Department 
of  Education 


Building  #6,  Room  B-358 
Capitol  Complex 
Charleston,  West  Virginia  253 
(304)  348-2681 

Wisconsin  (Region  V) 

Honorable  Barbara  Thompson  (Dr.) 
Superintendent  of  Public  Instr. 
Wisconsin  Hall 
126  Langdon  Hall 
Madison,  Wisconsin  53702 
(608)  266-1 771 

Wyoming  (Region  VIII) 

Honorable  Rot)ert  Schrader 
State  Superintendent  of  Public 

Instruction 
State  Depart,  of  Education 
Hathaway  Building 
Cheyenne,  Wyoming  82002 
(307)  777-7673 
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Appendix  5.  PHS  Regional  Program  Consultants,  MCH/CC 


Region  I  (Connecticut,  Maine,  Mass.,  New 
Hamp.,  R.I.,  Vermont) 

Gertrude  Bramley,  M.D. 

Regional  Program  Consultant,  MCH 

Room  1409 

John  Rtzgerald  Kennedy  Federal  Bg. 

Boston,  Massachusetts  02203 

Telephone  8/223-6865  (617)  223-        ) 


Region  II  (N.Y.,  N  J.,  P.R.,  Virgin  Islands) 

Ms.  Ann  Prendergast 

Region  Program  Consultant,  MCH 

26  Federal  Plaza 

Federal  Building 

New  York,  New  York  10007 

Telephone  8/264-4622  (212/264-        ) 


Region  III  (Del.,  Md.,  Pa.,  Va.,  W.Va.,  D.C.) 

Mr  Ronald  Laneve 

Regional  Program  Consultant,  MCH 

P.O.  Box  13716 

Philadelphia,  Pennsylvania  19101 

Telephone  8/596-1561  (215/596-        ) 


Region  IV  (Ala.,  Ra.,  Ga.,  Ken.,  Miss.,  N.C., 
S.C.Tenn.) 

Mr.  Francis  H.  Morrison 


Regional  Program  Consultant,  MCH 
Suite  1202,  101  Marietta  Towers 
Atlanta,  Georgia  30323 
Telephone  8/242-5394  (404/242-        ) 


Region  V  (III.,  Ind.,  Mich.,  Minn.,  Ohio, 
Wise.) 

Donald  W.  Stemmie,  M.D. 

Regional  Program  Consultant,  MCH 

300  South  Wacker  Drive 

Chicago,  Illinois  60606 

Telephone  8%353-1 700-03  (312/353-        ) 

Region  VI  (Ark.,  La.,  N.Mex.,  Okla.,  Tex.) 

Mr.  Ted  Shepardson 

Regional  Program  Consultant,  MCH 

1200  Main  Tower,  Room  1735 

Dallas,  Texas  75202 

Telephone  8/729-3041  (214/767-        ) 

Region  VII  (Iowa,  Kansas,  Missouri, 
NebrasIca) 

Bradley  Appelbaum,  M.D. 
Regional  Program  Consultant,  MCH 
New  Federal  Office  Building 
601  East  12th  Street 
Kansas  City,  Missouri  64106 
Telephone  8/374-5777  (816/374-        ) 


Region  VIII  (Col.,  Mont.,  N.D.,  S.D.,  Utah, 
Wyoming) 

Audrey  H.  Nora,  M.D. 

Regional  Program  Consultant,  MCH 

Room  11037,  Federal  Office  BIdg. 

1961  Stout  Street 

Denver,  Colorado  80202 

Telephone  8/327-3356  (303/837-        ) 


Region  IX(Ariz.,  Calif.,  Hawaii,  Nev.,  Guam, 
Trust  Terr,  of  Pac.  American  Samoa) 

C.  J.  Wellington,  M.D. 

Regional  Program  Consultant.  MCH 

Room  306,  Federal  Office  Building 

50  United  Nations  Plaza 

San  Francisco,  California  94102 

Telephone  8/556-6096  (415/556-        ) 


Region  X  (Alas.,  Idaho,  Oregon,  Wash.) 

Mr.  William  Marshman 

Regional  Program  Consultant.  MCH 

Room  5052,  Arcade  Plaza  Building 

Mail  Stop  506 

1321  Second  Avenue 

Seattle,  Washington  98101 

Telephone  8/399-0500  (206/442-        ) 
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Appendix  6.  State  MCH/CC  Directors 

MCH  Directors  CC  Directors 

Alabama 

Robert  Goldenberg,  M.D.,  Director,  Bureau  of  Maternal  and  Child  Sam  L.  Canerday,  Supervisor,  Dr.  James  W.  Coker,  Med.  Director, 

Health,  State  Department  of  Public  Health,  State  Office  Build-  Crippled    Children's    Sen/ice,   2129    East    South    Boulevard, 

ing,  Montgomery,  Alabama  36104,  (205)  832-6525  Montgomery,  Alabama  36111,  (205)  281-8780 

Alaska 

David  Spence,  M.D.,  Chief,  Family  Health  Section  (includes  MCH 
and  CCS),  State  Department  of  Health  and  Social  Services, 
Pouch  H,  Health  and  Welfare  Building,  Juneau,  Alaska  99801, 
(907)465-3100 

American  Samoa 

Summer  Cheeseman,  M.D.,  Director,  Medical  Services,  LBJ  Tropi- 
cal Medical  Center,  Government  of  American  Samoa,  Pago 
Pago,  American  Samoa  96920,  (ask  commercial  oper.  to  give 
you  overseas  oper.  and  then  give  this  number:  633-5211) 

Arizona 

Frederic  W.  Baum,  M.D.,  Director,  Bureau  of  Maternal  and  Child  Warren  A  Colton,  Jr.,  M.D.,  Medical  Director,  State  of  Arizona 

Health,  Division  of  Children's  Health  Services,  Arizona  Depart-  Crippled   Children   Hospital,  200   North  Curry  Road,  Tempe, 

ment  of  Health  Services,  1740  West  Adams  Street,  Room  301,  Arizona  85281,  (602)  244-9471 
Phoenix,  Arizona  85007,  (602)  244-9471 

Arkansas 

Stuart  Fitzhugh,  M.D.,  Director,  Division  of  Maternal  and  Child  William  Batts  Stanton,  M.D.,  Medical  Director,  Crippled  Children's 

Health,  4815  West  Markham,  Little  Rock,  Arkansas  72201,  (501)  Section,  Dept.  of  Social  &   Rehabilita.  Ser.,  Arkansas  Social 

661-2242  Services,  P.O.  Box  1437,  Little  Rock,  Arkansas  72203,  (501) 

371-2277 

Califomia 

Charles  Gardipee,  M.D.,  Acting  Director,  Maternal  and  Child  Esmond  S.  Smith,  M.D.,  Chief,  Crippled  Children's  Services  Sec, 

Health   Unit,  State   Department  of  Health,  741-744  P  Street,  State  Department  of  Health,  741-744  P  Street,  Sacramento, 

Sacramento,  California  95814,  (916)  322-2950  (Berkeley/MCH  California  95814,  (916)322-2090 
41 5  540-2000) 

Colorado 

Janice  McDaniel,  M.D.  Director,  Maternal  and  Child  Health  Serv-  Daniel  Gossert,  MSW,  MPH,  Asst.,  Handicapped  Children's 

ices,  Colorado  Department  of  Health,  4210  East  11th  Avenue,  Program,   Colorado    Department   of  Health,  4210   East   11th 

Denver,  Colorado  80220,  (303)  388-61 1 1  Avenue,  Denver,  Colorado  80220,  (303)  388-61 1 1 

Connectteut 

Estelle  Siker,  M.D.,  Director,  Community  Health  Services,  State  Rosario  Palmeri,  M.D.,  Chief,  Crippled  Children's  Section,  State 

Department  of  Health,  79  Elm  Street,  Hartford,  Connecticut  Department  of  Health,  79  Elm  Street,  Hartford,  Connecticut 

06115,  (203)  566^282  06115,  (203)  566-5425 

Delaware 

Frank  J.  Shannon,  Jr.,  M.D.,  Director,  Bureau  of  Personal  Health 
Services  (includes  MCH  &  CCS),  Division  of  Public  Health, 
Jesse  S.  Cooper  Memorial  Building,  Capitol  Square,  Dover, 
Delaware  1 9901 ,  (302)  678-4768  or  8-487-601 1 
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District  of  Columbia 

Ozella  Webb.  M.D.,  Acting  Director,  Maternal  and  Child  Health 
and  Crippled  Children's  Services,  D.C.  Department  of  Human 
Resources,  1875  Connecticut  Avenue,  N.W.,  Washington,  D.C. 
20001 ,  (202)  673-6670 

Florida 

Emily  Gates,  M.D.,  Chief,   Family   Health,  Health   Program  Office  Nicholas  G.  Alexiou,  M.D.,  M.P.H,,  Program  Staff  Director,  Dept.  of 

Department   of   Health    and    Rehabilitative    Services,   1323  Health  &  Rehab.  Svcs.,  1323  Winewood  Boulevard,  Tallahassee, 

Winewood    Boulevard,    Tallahassee,    Florida    32301,    (904)  Florida  32301 ,  (904)  487-2690 
488-7405 

Georgia 

Jules  Terry,   M.D.,   Director,   Family   Health,   Division   of   Physical  Wilma  Krause,  M.D.,  Chief,  Crippled  Children's  Unit,  Division  of 

Health,  Getogia  Department  of  Human  Resources,  47  Trinity  Physical   Health,  Georgia   Department   of   Human   Res..   618 

Avenue,  S.W.,  Atlanta,  Georgia  30334,  (404)  656-4596  Ponce  de  Leon  Avenue,  N.E.,  Atlanta,  Georgia  30308,  (404) 

894-4081 

Guam 

Rosa  Echevarria,M.D.,  Chief,  Maternal  and  Child  Health  and  Crip- 
pled Children's  Services  Section,  Department  of  Public  Health 
and  Social  Services,  Government  of  Guam,  P.O.  Box  2816, 
Agana,  Guam  96910,  (go  thru  overseas  operator,  734-9918) 

Hawaii 

James  Drorbaugh,  M.D.,  Chief,  Matermal  and  Child  Health,  State  Phyllis  M.  Wright,  M.D.,  Chief,  Crippled   Children's  Services  Br., 

of  Hawaii   Department   of  Health,  P.O.   Box  3378,  Honolulu,  State  of  Hawaii  Department  of  Health,  P.O.  Box 3378,  Honolulu, 

Hawaii  96801 ,  (808)  548-6554  Hawaii  96801 ,  (808)  548-5830 

Idaho 

Zsolt  Koppanyi,  M.D.,  Chief,  Bureau  of  Child  Health,  State  Depart- 
ment of  Health  and  Welfare,  State  House,  700  West  State, 
Boise.  Idaho  83720,  (208)  384-2136 

Illinois 

Patricia  Hunt,  M.D.,  Chief,  Division  of  Family  Health,  Department  Edward   F.    Lis,   M.D..   Director.   Division   of  Services   for   Cripple 

of  Public  Health,  535  West  Jefferson  Street,  Springfield,  Illinois  Children,  540  lies  Park  Place,  Springfield,  Illinois  62718.  (217) 

62706,  (217)  782-2736  or  8-956-2736  782-7001  or  8-956-7001 

Indiana 

Louis  W.  Spolyar,  M.D.,  Acting  Director,  Division  of  Maternal  and  Joseph   M.   Daly.   M.D..   Director.   Division   of   Serv.   for   Crippled 

Child  Health,  State  Board  of  Health,  1330  West  Michigan  Street,  Children,  Room  701,  State  Department  of  Public  Welfare,  100 

Indianapolis,  Indiana  46206,  (317)633-8406,  or  8-336-8406  North    Senate    Avenue,    Indianapolis,    Indiana    46204,    (317) 

633-5764  or  8-336-5764 

Iowa 

John  Goodrich,  D.D.S.,  Acting  Director,  Division  of  Maternal  and  John  C.  MacQueen.  M.D..  Executive  Officer  and  Medical  Director, 

Child  Health.  State  Department  of  Health.  Lucas  Office  Build-  State  Services  for  Crippled  Children.  University  of  Iowa.  Iowa  City, 

ing,  Des  Moines,  Iowa  50319,  (515)  281-3732  Iowa  52242,  (319)  353^1431 

Kansas 

Patricia  T  Schloesser,  M.D.,  Medical  Director,  Bureau  of  Maternal 
and  Child  Health  (includes  CCS),  State  Department  of  Health  and 
Environment.  Topeka,  Kansas  66620.  (913)  862-9360  x  437 
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Kentucky 

Patricia  K.  Nicol,  M.D.,  Director,  Division  of  Maternal  and  Child 
Health  (includes  CCS),  Bureau  for  Health  Services,  State 
Department  of  Human  Resources,  275  East  Main  Street, 
Frankfort,  Kentucky  40601 ,  (502)  564-4830  or  8-351-4830 

Louisiana 

Waldo  M.  Treuting,  M.D.,  Director,  MCH  &  Handicapped 
Children's  Program,  Department  of  Health  &  Human  Resources, 
P.O.  Box  60630,  New  Orleans,  Louisiana  70160,  (504)  568-5048 

iVIaine 

Marguerite  C.  Dunham,  M.D.,  Director,  Division  of  Child  Health 
Department  of  Human  Services,  State  House,  Augusta, Maine  04330, 
(207)289-3311 

Mariana  Islands 

Jose  L  Chong,  M.O.,  Director  of  Health  Services,  Government  of 
the  Northern  Mariana  Islands,  Saipan,  Mariana  Islands  96950 

Maryland 

Eric  M.  Fine.,  M.D.,  Director,  Div.  of  Infant,  Children  and  Adoles-  Judson  Force,  M.D.,  Director,  Division  of  Crippled  Children,  Pre- 
cent  Health  Services,  Preventive  Medicine  Administration,  ventive  Medicine  Administration,  State  Department  of  Health 
State  Dept.  of  Health  and  Mental  Hygiene,  201  West  Preston  and  Mental  Hygiene,  201  West  Preston  Street,  Baltimore,  Mary- 
Street,  Baltimore,  Maryland  21201 ,  (301 )  383-4797  or  8-383-4797  land  21 201 ,  (301 )  383-2821  or  8-932-282 

J.  King  Seegar,  Jr.,  M.D.,  Chief  (Re.  Mothers),  Division  of  Maternal 
Health  and  Population  Dynamics,  (same  address  as  Dr.  Fine), 
(301 )  383-6464  or  8-932-6464 

Massachusetts 

M.  Grace  Hussey,M.D.,  Director,  Maternal  and  Child  Health,  State  Ann  H.  Pettigrew,  M.D.,  Director,  Division  of  Family  Health,  State 

Department  of  Public   Health,  39  Boylston   Street,   Boston,  Department  of  Public   Health,  39  Boylston   Street,  Boston, 

Massachusetts  02116,  (617)  727-8196  Massachusetts  02116,  (617)  737-3372 

Michigan 

R.  Gerald  Rice,  M.D.,  Chief,  Bureau  of  Maternal  and  Child  Health, 
Department  of  Public  Health,  3500  North  Ijogan  Street,  Lansing, 
Michigan  48914,  (517)  373-3650  or  8-253-3650 

Minnesota 

Ronald  D.  Campbell,  M.D.,  Director,  Maternal  and  Child  Health  Richard  P.  Nelson,  M.D.,  Med.  Dir.  &,  Crippled  Children's  Service, 

Program,  Department  of  Health,  717  Delaware  Street,  S.E.,  Min-  Department  of  Health,  717  Delaware  Street,  S.E.,  Minneapolis, 

neapolis,  Minnesota  55440,  (612)  296-5256  or  8-776-5265  Minnesota  55440,  (612)  296-5372  or  8-776-5372 

Mississippi 

Alton  B.  Cobb,  M.D.,  State  Health  Officer,  State  Board  of  Health, 
P.O.  Box  1700,  Jackson,  Mississippi  39205,  (601 )  354-6680 

Missouri 

Hebert  Q.  Domke,  M.D.,  M.P.H.,  Medical  Director,  Maternal  and 
Child  Health  and  Crippled  Children's  Services,  Division  of 
Health,  Dept.  of  Social  Services,  Broadway  State  Office  Build- 
ing, P.O.  Box  570,  Jefferson  City,  Missouri  65101 ,  (314)  751-4667 
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Montana 

Sidney  Pratt,  M.D,,  Maternal  and  Child  Health,  Health  Services 
Division,  Department  of  Health  and  Environmental  Sciences, 
Cogswell  Building,  Henena,  Montana  59601,  (406)  449-2554 

Nebraska 

Robert  S.  Grant,  M.D.,  MPH,  Medical  Dir.,  Maternal  and  Child  Dale  Ebers,  M.D.,  Medical  Director,  Nebraska  Services  for  Cnp- 

Health  Division,  State  Department  of  Health,  State  House  Sta-  pled  Children,  Department  of  Public  Welfare,  301  Centennial 

tion,  301  Centennial  Mall  South,  3rd  Floor,  Lincoln,  Nebraska  Mall  South,  5th  Floor  Lincoln,  Nebraska  68509,  (402)  471-3121 

68509,  (402)  471-2907  x186  or  8-867-5          x177 

Nevada 

Richard  C.  Bentinck,  M.D.,  Chief,  Bureau  of  Maternal,  Child  and 
School  Health,  and  Chief,  Bur.  of  Crippled  Children's  Services, 
State  Department  of  Human  Resources,  505  East  King  Street, 
Carson  City,  Nevada  89710,  (702)  885^885 

New  Hampshire 

Samuel  Dooley,  M.D.,  Director,  Bureau  of  Maternal  and  Child  Nils  Daulaire,  M.D.,  Director,  Crippled  Children's  Services,  Divi- 

Health,  Division  of  Public  Health,  State  Department  of  Health  sion  of  Public  Health,  State  Department  of  Health  and  Welfare, 

and  Welfare,  61  South  Spring  Street,  Concord,  New  Hampshire  61  South  Spring  Street,  Concord,  New  Hampshire  03301 ,  (603) 

03301 ,  (603)  842-2492  842-2681 

New  Jersey 

Margaret  Gregory,  M.D.,  Prog.  Coordinator,  Maternal  and  Child  Barbara    Kern,   Program   Coordinator,   Crippled   Children's 

Health    Program,   State    Department   of   Health,   Health    and  Program,  State  Department  of  Health,  Health  and  Agricultural 

Agricultural  Building, Trenton,  NewJersey08625,(609)292-5617or  Building,    Trenton,    New    Jersey    08625,    (609)    292-5676    or 

8^77-5617  8-477-567 

New  Mexico 

Faye  B.  Miller,  M.D.,  Director,  Office  of  Family  Services,  Health 
and  Social  Services  Department,  P.O.  Box  2348,  Santa  Fe,  New 
Mexico  87501 ,  (505)  827-3201 

New  York 

Noel  Bonacci,  M.D. ,  Acting  Director,  Bureau  of  Maternal  &  Child  William  Taylor,  M.D.,  Bureau  of  Medical  Rehabilitation,  State 

Health  Sen/ices,  State  Department  of  Health,  Tower  Building,  Department  of  Health,  Tower  Building,  Empire  State  Plaza. 

Empire  State  Plaza,  Albany,  New  York  12237,  (518)474-3664  Albany,  New  York  12237,  (518)  474-1911  or  8-564-1 911 

North  Carolina 

Jimmie   L.   Rhyne,  M.D.,  Director,   Maternal  and   Child   Health  Wilks  O.  Hiatt,  M.D.,  Head,  Crippled  Children's  Section,  Division 

Branch,  Division  of  Health   Services,  Department  of   Human  of  Health  Services,  Department  of  Human  Resources.  P. O  Box 

Resources,  P.O.  Box  2091,  Raleigh,  North  Carolina  27602,  (919)  2091,  Raleigh,  North  Carolina  27602,  (919)  733-7437 
733-7791 

North  Dakota 

Robert  Wentz,  M.D.,  Director,  Maternal  &  Child  Health  Program,  T.  N.  Tangedahl,  A.C.S.W.,  Exec,  Social  Services  Board  of  North 

State   Capitol   Building,   North   Dakota   State   Department   of  Dakota.  State  Capitol  Building,  Bismarck,  North  Dakota  58501 , 

Health,  Bismarck,  North  Dakota  58501 ,  (701 )  224-2493  (701 )  224-2436 

Ohio 

Antoinette  Eaton,  M.D.,  Chief,  Division  of  Maternal  and  Child 
Health  (includes  CCS),  State  Department  of  Health,  P  O  Box 
1 1 ,  450  East  Town  Street,  Columbus ,  Ohio  43216.  (614)  446-3265 
or  8-942-3263 
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Oklahoma 

Ronald  Stinchomb,  Administrative  Chief,  Director,  MCH  Services,  William   J.   Craig,   M.D.,   Supervisor,   Crippled   Children's   Unit, 

State  Department  of  Health,  1000  N.E.  10th  Street,  P.O.  Box  Department  of  Institutions  Social  and  Rehabilitative  Services, 

53551,  Oklahoma  City,  Oklahoma  73152,  (405)  271-4470  P.O.  Box  25352,  Oklahoma  City,  Oklahoma  731 25,  (405)271-3902 

Oregon 

Rhesa  Penn,  Jr.,  M.D.,  Director,  Maternal  and  Child  Health  Sec-  Victor  D.  Menashe,  M.D.,  Director,  Crippled  Children's  Division, 

tion.  Department  of  Human  Resources,  Health  Division,  1400  University  of  Oregon  Medical  Ser,  3181  S.W.  Sam  Jackson  Park 

S.W.  Fifth  Avenue,  Portland,  Oregon  97201 ,  (503)  229-5593  Road,  Portland,  Oregon  97201 ,  (503)  225-8362 

Pennsylvania 

Annette  Lynch,  M.D..,  Dir.  (re.  Children),  Bureau  of  Children's  Anne   Keller,  M.D.,   Director,  Children's  Rehabilitative  Service, 

Services,  State   Department   of   Health,  407  South   Cameron  Bureau  of  Children's  Services,  State  Department  of  Health,  407 

Street,  Harrisburg,  Pennsylvania  17120,  (717)  783-1712  South  Cameron  Street,  Harrisburg,  Pennsylvania  17120,  (717) 

783-5436 

Evelyn  Bouden,  M.D.,  Dir.  (re.  mothers).  Division  of  Maternal  and 
Child  Health,  Bureau  of  Children's  Services,  (same  address  as 
Dr.  Lynch),  (717)787-7440 

Puerto  Rico 

Carmel    Milagros   Nevares,   M.D.,    Director,   Division    of   Family  Anna  Navarro,  M.D. ,  Crippled  Children's  Services,  Box  CH-1 1321, 

Health,  Box  CH-11321,  Caparra  Heights  Station,  San  Juan,  Caparra  Heights  Station,  San  Juan,  Puerto  Rico  00922,  (809) 

Puerto  Rico  00922,  (809)  764^510  764-7882 

Rhode  Island 

Mr.  Francis  Donohue,  Health  Program  Administrator,  Division  of 
Child  Health,  Department  of  Health,  75  Davis  Street,  Provi- 
dence, Rhode  Island  02908,  (401)  277-2312 

South  Carolina 

William  J.  Westerkam,  M.D.,  Chief,  Bureau  of  Maternal  and  Child  William  A.  Kemick,  M.D.,  Director,  Children's  Services,  Dept.  of 

Care,  Dept.  of  Health  and  Environmental  Control,  J.  Marion  Health  and  Environ.,  J.  Marion  Sims  Building,  Columbia,  South 

Sims  Building,  Columbia,  South  Carolina  29201 ,  (803)  758-5594  Carolina  29201 ,  (803)  758-5594 

South  Dakota 

Stanley  N.  Graven,  M.D.,  Associate  Director,  Office  of  Medical 
Services,  Medical  Director,  Maternal  and  Child  Health  Program, 
Division  of  Health  Services,  South  Dakota  State  Department  of 
Health,  Joe  Foss  Building— Room  313,  Pierre,  South  Dakota 
57501,  (605)773-3143 

Tennessee 

Ross  Fleming,  M.D.,  Director,  Maternal  and  Child  Health,  State  Miss  Pauline  Scanlon,  Director,  Crippled   Children's  Services. 

Department    of    Public    Health,    347    Cordell    Hull    building.  State  Department  of  Public  Health,  347  Cordell  Hull  Buildmg. 

Nashville,  Tennessee  37219,  (615)  741 -7366  or  8-853-7366  Nashville,  Tennessee  37219,  (615)  741-7335 

Texas 

Walter  Peter,M.D.,  Director,  Division  of  Maternal  &  Child  Health,  Punam  Myer,  M.D.,  Director,  Crippled  Children's  Program.  Texas 

Texas  Department  of  Health,  1100  West  49th  St.,  Austin,  Texas  Department  of  Health,  1100  West  49th  St.,  Austin.  Texas  78576. 

78756,(512)458-7700  (512)458-7700 

Trust  Territory  of  the  Pacific 

Masao  Kumangai,  M.O.  *  (not  M.D.),  Director,  Health  Services, 
Department  of  Health  Services,  Office  of  the  High  Commis- 
sioner, Trust  Territory  of  the  Pacific  Islands,  Saipan.  Mariana  Is- 
lands 96950,  (get  overseas  operator,  then  give  this  numt)er  9355) 
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MCH  Directors  CC  Directors 

Utah 

Peter  van  Dyck,  M.D.,  MPH,  Dep.  Director,  Family  Health  Serv-  Ann  Hunt,  M.D.,  Chief,  Crippled  Children's  Service,  Family  Health 

ices.Utah  Division  of  Health,  44  Medical  Drive,  Salt  Lake  City,  Sen/ices,  Utah  State  Division  of  Health,  44  Medical  Drive,  Salt 

Utah  84113,  (801)  533-6161  Lake  City,  Utah  84113,  (801)  533-4390 

Vermont 

Roberta  Coffin,  M.D.  Director,  Child  Health  Services,  Vermont 
Department  of  Health,  115  Colchester  Avenue,  Burlington,  Ver- 
mont 05402,  (802)  862-5701  x31 1 

Virginia 

Main  Address; 
State  Department  of  Health,  109  Governor  Street,  Richmond, 
Virginia  23219 
Send  all  mail  to: 

Edw/in  M.  Brown,  M.D. ,  Director  (804)  770-3563,  Division  of  Medi- 
cal and  Hospital  Services 
Attention  to  the  following  appropriate  contacts: 
William  I.  Niekirk,  M.D.,  Director,  Bureau  of  Child  Health,  Divi-  W.  R.  Ferguson,  M.D.,  Director,  Bureau  of  Crippled  Children's 

sion    of    Medical    and    Hosp,    Services,   (804)    770-7367    or  Services,  Division  of  Medical  and  Hosp.,  (804)  770-3691   or 

8-936-7367  8-936-3691 

Harold  D.  Gabel,  M.D.,  Director,  Bureau  of  Maternal  Health, 
Division  of  Medical  and  Hosp.  Services,  (804)  770-3711  or 
8-936-3711 

Virgin  Islands 

Andre  Joseph,  M.D.,  Director,  Division  of  Maternal  and  Child 
Health  and  Services  for  Crippled  Children,  Department  of 
Health,  Charlotte  Amalie,  St.  Thomas,  Virgin  Islands  00802, 
(809)778-1200 

Washington 

Robert  Leahy,  M.D.,  Director,  Child  Health  Services,  MS  LC-12-A, 
Health  Services  Division,  Department  of  Social  and  Health  Services, 
Olympia,  Washington  98504,  (206)  753-2571 

West  Virginia 

Jack   Basman,  M.D.,  Director,  Division   of  Maternal   and   Child  Mrs.  Ethel  Cox,  Admin.  Director,  Division  of  Crippled  Children's 

Health,  State  Department  of  Health,  State  Office  Building  No.  1 ,  Services,  State  Department  of  Welfare,  1212  Lewis  Street.  Mor- 

1800  Washington  Street  East,  Charleston,  West  Virginia  25305,  ris  Square,  Charleston,  West  Virginia  25305,  (304)  348-3071  or 

(304)  348-2954  or  8-885-2954  8-885-3071 

Wisconsin 

Edward  Larkin.  M.D,,  Director.  Bureau  of  Community  Health,  State  Horace  K.  Tenney,  III,  M.D.,  Medical  Director.  Bureau  for  Crippled 

Department  of  Health  and  Social  Services,  P.O.  Box  309, 1  West  Children.  State  Department  of  Public  Ins..  Wisconsin  Hall.  126 

Wilson    Street,   Madison,   Wisconsin   53701,   (608)266-2661    or  Langdon  Street,  Madison,  Wisconsin  53702,  (608)  266-3886  or 

8-366-2661  8-366-3886 

Wyoming 

Lawrence  J,  Cohen,  M.D.,  Administrator,  Division  of  Health  and 
Medical  Services,  State  Department  of  Health  and  Social  Serv- 
ices, Hathaway  Office  Building,  Cheyenne,  Wyoming  82002, 
(307)  777-7121 
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Appendix  7.  Public  Health/EPSDT  Interagency  Agreement  Guidelines 


DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 
HEALTH  CARE  FINANCING  ADMINISTRATION 
WASHINGTON,  D.C.  20201 


GUIDE 


ACTION  TRANSMITTAL 
HCFA-AT-78-2  ME) 
January  13,1978 


TO: 

SUBJECT: 


STATE  AGENCIES  ADMINISTERING  MEDICAL  ASSISTANCE  PROGRAMS 

MMB  Medical  Assistance  Manual:  Interrelations  with  State  Health  and  Vocational 
Rehabilitation  Agencies,  with  Title  V  Grantees  and  with  other  Providers 


REGULATION 
REFERENCE: 


42CFR  451.10 


ATTACHMENT: 


Revised  Part  5  (Section  5-40-00)  of  the  Medical  Assistance  Manual  describing  In- 
teragency Relationships  with  State  Health  and  Vocational  Rehabilitation  Agen- 
cies, with  Title  V  Grantees  and  with  other  Providers. 


MANUAL 

MAINTENANCE: 


Replace  the  current  Part  5,  Section  5-40-00  (orginally  issued  as  5-30-00)  with  the 
attached  revision. 


INQUIRIES  TO: 


Acting  Regional  Medicaid  Directors 


Acting  Director 


Medicaid  Bureau 
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MEDICAID  INTERAGENCY  RELATIONSHIPS 

Subject 

Legal  Background  and  Authority 

Implementation  of  Regulations 

A.  Purpose 

B.  Background 

C.  Medicaid  Relationships  with  the  State  Health  Agency 

D.  Medicaid  Relationships  with  State  Title  V  Programs,  Including  Special  Relationships  Bet- 
ween EPSDT  and  Title  V 

E.  Medicaid  Relationships  with  State  Vocational  Rehabilitation  Agencies 

F.  Medicaid  Relationships  with  Other  Providers 

G.  Scope  and  Content  of  Interagency  Agreements 

(1)  Parties  to  Agreements 

(2)  Content  of  Interagency  Agreements 

(3)  Specific  Content  of  Medicaid— Health  Department  Agreements 

(4)  Specific  Content  of  Medicaid— Title  V  Agreements,  including  EPSDT  Agreements 

H.  Financing  Arrangements 
I.  Related  Policies 

(1)  Medicaid  as  a  Residual  Program 

(2)  Entitlement  to  Medical  Care 

(3)  Payment  for  Services  Available  without  Charge 

(4)  Freedom  of  Choice 

(5)  Confidentiality 

(6)  75%  Matching 

(7)  Transportation 
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Part  5    Services  and  Payments  in  Medical  Assistance  Programs 

5-40-00  Interrelations  with  State  Health  and  Vocational  Rehabil- 
itation Agencies,  with  Title  V  Rantees  and  with  other  Pro- 
viders 

5-40-TO     Legal  Background  and  Authority 

A.  Title  XIX  of  the  Social  Security  Act,  as  amended,  Section 
1902  (a)  (11)  (A)  and  (B),  and  1902  (a)  (20)  (A),  1902  (a)  (22)  (C) 

B.  42  CFR451.10 

5-40-20  Implementation  of  Regulations 

A.  Purpose 

Provision  of  medical  care  to  the  population  eligible  for  medical 
assistance  requires  the  participation  of  a  majority  of  providers  of 
medical  s  services  throughout  the  State.  Medicaid  must  look  to  in- 
dividual practitioners  and  to  a  variety  of  official  and  voluntary 
health  agencies  if  services  are  to  be  available  to  all  beneficiaries. 
To  help  assure  availability  to  this  population,  many  of  whom  have 
been  medically  underserved,  title  XIX,  from  its  inception,  has  re- 
quired the  State  agency  to  develop  cooperative  arrangements 
with  the  State  health  and  vocational  rehabilitation  agencies. 

The  purposes  of  this  guide  are  to: 

demonstrate  the  increasing  emphasis  which  Federal,  State  and 
local  agencies  are  giving  to  cooperation  and  collaboration  in 
providing  health  s  ervices  to  individuals  eligible  for  Medicaid 
services; 

emphasize  the  necessity  of  joint  planning  and  decision-making 
among  Federally-assisted  health  programs  so  that  funds  may 
be  put  to  the  best  use  in  providing  health  services  to 
Medicaid  beneficiaries; 

present  the  essentials  for  Medicaid  agency  cooperative  ar- 
rangements with  other  health,  vocational  rehabilitation  and 
welfare  programs; 

provide  prototype  information  as  to  the  scope  and  content  of 
approvable  inter-agency  agreements; 

provide  clearer  answers  to  questions  many  State  agencies  have 
asked  regarding  cooperative  arrangements;  and 

provide  a  vehicle  for  better  program  management  and  evalua- 
tion of  the  Early  and  Periodic  Screening,  Diagnosis,  and 
Treatment  (EPSDT)  program. 

These  guidelines  relate  primarily  to  42  CFR  451.10,  concerned 
with  relationships  between  Medicaid  and  State  health,  vocational 
rehabilitation,  and  Federally-funded  health  programs  for  women 
and  children  under  title  V  of  the  Social  Security  Act.  However,  the 
principles  and  procedures  in  interagency  cooperation  are 
similarly  applicable  to  the  Medicaid  agency's  relationships  with 
other  health  and  social  service  agencies  and  organizations. 
Under  1902(a)  (20)  (A),  the  Medicaid  agency  must  have  an  agree- 
ment with  the  State  mental  health  authorities  or  individual  mental 
institutions  for  mental  disease.  Therefore,  these  guidelines  cover 
relationships  with  a  variety  of  Federally-assisted  programs. 

The  guidelines  also  cover  related  issues,  including;  payment  by 
Medicaid  for  services  available  without  charge;  Medicaid  as  a 
residual  program;  use  of  other  medical  services  to  which  reci- 
pients have  entitlement;  freedom  of  choice  of  qualified  provider; 
confidentiality;  75%  matching  for  cost  of  skilled  medical  person- 
nel; and  transportation. 

B.  Background 

When  title  XIX  was  enacted  to  1965,  it  included  a  requirement 
for  development  of  cooperative  arrangements  with  State  health 
and  medical  care  agencies.  Initially  these  were  the  State  health 
department  and  the  vocational  rehabilitation  agency  and.  when 
appropriate,  the  State  mental  health  authority. 

The  1967  amendments  to  the  Social  Security  Act  made  the  rela- 
tionship between  title  V  and  Medicaid  more  explicit.  Section 


1902(a)  (11)  was  revised  to  include  a  provision  for  Medicaid 
agreements  with  any  "agency,  institution,  or  organization"  fur- 
nishing health  services  under  title  V.  It  also  required  provisions, 
as  appropriate,  for  reimbursement  of  title  V  agencies  by  title  XIX 
fof  services  provided  to  Medicaid  recipients.  Section  51 3  (c)  of  ti- 
tle V  of  the  Act  requires  title  V  grantees  to  cooperate  with  the 
State  Medicaid  agencies  in  providing  title  V  care  and  services  to 
Medicaid  eligibles. 

42  CFR  449.10(a)  (3)  (i)-(iii)  specifies  State  plan  requirements  for 
EPSDT  services  under  Medicaid.  They  include:  (1)  the  identifica- 
tion of  available  title  V  screening,  diagnostic,  and  treatment 
facilities  and  services;  (2)  procedures  to  assure  maximum  utiliza- 
tion of  these  facilities  and  services;  and  (3)  procedures  for  assur- 
ing that  Medicaid  recipients  eligible  for  title  V  services  are  in- 
formed of  such  services  and  are  so  referred.  All  State  Medicaid 
agencies  have  designated  an  individual  or  a  unit  to  be  specifically 
responsible  for  the  administration  of  the  EPSDT  program. 

C.  Medicaid  Relationships  with  the  State  Health  Agency. 
State  Medicaid  plans  must  provide  for  maximum  utilization  of 

the  services  of  State  health  agencies. 

Effective  implementation  of  Medicaid  requires  a  close  working 
relationship  between  the  State  health  agency  and  the  Medicaid 
agency. 

Many  programs  of  public  health  agencies  can  be  helpful  in 
meeting  the  needs  of  Medicaid  recipients,  for  example; 

State  and  local  health  departments  use  maternal  and  child 
health  funds  to  provide  services  in  maternity  clinics,  child 
health  clinics  and  immunization  clinics.  Some  departments 
have  dental  programs,  family  planning  services,  mental 
health  services  and  mental  retardation  clinics. 

Specialized  public  health  staff  can  often  assist  the  Medicaid 
agency  in  interpreting  health  services  to  recipients;  im- 
munization clinics.  Some  departments  have  dental  programs, 
family  planning  services,  mental  health  services  and  mental 
retardation  clinics. 

Specialized  public  health  staff  can  often  assist  the  Medicaid 
agency  in  interpreting  health  services  to  recipients;  in  help- 
ing them  use  medical  facilities;  in  follow-up;  and  In  training 
welfare  department  staff  on  health  problems,  resources  and 
care.  Health  agency  staff  resources  include  physicians, 
physician  extenders,  public  health  nurses,  nutritionists, 
social  workers  and  health  educators. 

Other  health  department  responsibilities  that  are  related  to  the 
Medicaid  program  are  comprehensive  health  planning  and 
standard  setting  for  health  facilities  and  medical  institutions. 
Because  of  the  direct  health  services  it  provides  and  its 
responsibilities  for  State-wide  planning,  the  State  health 
agency  must  be  represented  on  the  Medical  Care  Advisory 
Committee  of  the  Medicaid  agency,  where  the  health  depart- 
ment is  not  itself  the  Medicaid  agency  (42  CFR  446.10). 

The  1972  amendments  to  the  Social  Security  Act  amended  sec 
tion  1902  (a)  (9)  of  the  Act  to  spell  out  new  roles  for  the  State 
health  agency  or  other  appropriate  State  medical  agency  in 
relation  to  Medicaid.  These  include  setting  health  standards 
for  institutions,  developing  plans  for  professional  review  of 
services  to  recipients,  and  determining  whether  institutions 
and  agencies  meet  requirements  for  participation  in 
Medicaid. 

D.  Medicaid  Relationships  with  State  Title  V  Programs 

State  Medicaid  plans  must  also  provide  for  maximum  utilization 
of  the  care  and  services  available  under  title  V  programs. 

Title  V  programs  include  a  broad  range  of  screening,  diag- 
nostic, treatment,  and  follow-up  care  and  services  available 
throughout  the  State  under  the  Maternal  and  Child  Health  (MCH) 
and  Crippled  Children's  Services  (CCS)  Programs,  special  pro- 
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jects  for  Mental  Retardation  (MR),  Maternity  and  Infant  Care 
(MIC),  Children  and  Youth  (C  and  Y),  Family  Planning,  and  Dental 
Health,  plus  a  nunnber  of  other  special  health  service  projects.  All 
of  these  offer  an  important  medical  care  resource  for  Medicaid 
recipients.  Since  maternal  and  child  health  sen/ices  are  ad- 
ministered by  State  health  agencies,  it  is  important  that  the  Medicaid- 
health  department  agreement  include  a  section  on 
cooperative  arrangements  with  the  MCH  Unit  and,  where  applica- 
ble, the  CCS  Unit. 

In  12  States,  however,  the  CCS  program  is  administered  by  an 
agency  that  does  not  have  administrative  authority  over  the  MCH 
program;  therefore,  in  these  12  States,  an  agreement  must  be 
drawn  between  the  CCS  agency  and  the  State  Medicaid  agency. 

EPSDT-Title  V  Relationships — The  full  scope  of  services 
authorized  under  Medicaid  can  be  provided  under  EPSDT.  The 
capacity  to  provide  that  full  range  of  services  can  be  developed 
by  title  V  programs  in  the  State  in  order  to  maximize  the  delivery 
of  comprehensive  health  care  services  to  EPSDT  eligibles. 

42  CFR  451 .10  has  particular  relevance  to  title  V  and  the  EPSDT 
program.  The  compatability  of  these  programs  in  early  identifica- 
tion, diagnosis  and  treatment,  case  management  and  follow-up 
responsibilities  should  facilitate  effective  and  efficient  use  of 
services  and  funds  available  under  the  two  programs. 

For  maximum  utilization  of  title  V  services  for  EPSDT  eligibles, 
States  can,  therefore,  consider  providing  under  the  State 
Medicaid  plan  a// services  for  which  Federal  financial  participa- 
tion is  available  under  title  XIX,  when  screening  and  diagnosis  in- 
dicate their  necessity.  This  is  possible  because  of  the  statutory 
exception  for  EPSDT  to  the  requirement  for  comparability. 

E.  Medicaid  Relationsliips  witli  State  Vocational  Rehabilitation 
Agencies 

State  Medicaid  plans  must  provide  for  written  cooperative 
agreements  with  State  vocational  rehabilitation  agencies  (42  CFR 
451.10). 

The  Rehabilitation  Act  of  1973,  as  amended,  and  implementing 
Regulations  require  State  vocational  rehabilitation  agencies  to 
assist  eligible  handicapped  individuals  to  enter,  return  to,  or  re- 
main in  gainful  employment,  through  the  provision  of  various 
services. 

Many  of  the  handicapped  individuals  eligible  for  services  under 
this  Act  are  also  eligible  for  Medicaid. 

Under  the  Rehabilitation  Act  of  1973  (Section  101(a)(8))  and  im- 
plementing Regulations  (45  CFR  1361 .45(b)),  the  State  vocational 
rehabilitation  agency  must  give  full  consideration  to  any  "similar 
benefits"  available  to  a  handicapped  individual  under  any  other 
program  to  meet  in  whole  or  in  part  the  cost  of  certain  services. 
Where  Medicaid  can  provide  physical  and  mental  restoration 
services  to  a  handicapped  individual,  this  similar  benefit  provision 
would  apply  Medicaid  should  be  considered  as  an  appropriate 
source  of  payment  for  these  services  and  for  diagnostic  services. 

The  decisions  about  and  the  conditions  under  which  Medicaid 
reimbursement  is  to  be  "first  dollar"  or  residual  are  to  be  made  by 
the  State  agencies  involved  and  should  be  explicitly  stated  in  the 
written  agreement. 

(See  Section  G-2  for  an  example  of  what  may  be  included  in 
written  agreements). 

F.  Medicaid  Relationships  with  Other  Providers 

In  addition  to  State  health  and  vocational  rehabilitation  agen- 
cies and  title  V  programs,  there  are  many  other  Federal  and  State- 
supported  health  programs  that  can  serve  as  providers  of  medical 
care  for  Medicaid  recipients.  Among  these  are  Head  Start;  Com- 
munity Health  Centers  under  section  330  of  the  Public  Health 
Service  Act;  neighborhood  health  centers  under  various 
auspices;  Appalachian  Regional  Commission  (ARC)  health  and 
child  development  projects;  migrant  health  centers;  Indian  Health 


Service  facilities;  Health  Underserved  Rural  Areas  (HURA)  and 
Rural  Health  Initiative  (RHI)  projects;  developmental  disability 
projects;  university  affiliated  mental  retardation  centers;  and 
community  mental  health  centers.  Many  of  these  can  play  a  key 
role  in  Medicaid  because  they  are  organized  to  reach  people  who 
do  not  have  easy  access  to  health  services  or  who  seem  unin- 
formed or  unmotivated  and  may  need  special  help. 

Although  cooperation  with  these  programs  was  not  written  into 
the  title  XIX  law,  as  were  the  relationships  with  health,  vocational 
rehabilitation  and  title  V  agencies,  nevertheless.  Medicaid  policy 
requires  State  agencies  to  accept  all  qualified  providers  who 
agree  to  comply  with  program  requirements.  As  the  program  with 
primary  responsibility  for  health  care  to  individuals  eligible  for 
Medicaid,  the  Medicaid  agency  has  the  same  relationship  to 
these  programs  as  it  does  to  any  qualified  provider.  Medicaid  can 
pay  for  the  medical  services  they  provide  to  recipients,  within  the 
limits  of  the  State  plan.  Policies  related  to  reimbursement,  utiliza- 
tion review,  medical  review,  and  other  administrative  aspects  of 
Medicaid  apply  to  these  programs  just  as  they  do  to  other  pro- 
viders. In  addition  to  the  usual  provider  agreement  States  may 
wish  to  negotiate  comprehensive  agreements  as  described  in 
these  guidelines. 

G.  Scope  and  Content  of  Interagency  Agreements 

(1)  Parties  to  the  Agreement  The  appropriate  parties  to  an  in- 
teragency agreement  that  satisfies  42  CFR  451 .10  will  be  found  in 
a  wide  variety  of  organizational  locations  in  each  State. 

Because  of  differing  organizational  arrangements  and  respon- 
sibilities, the  respective  State  agencies  must  ensure  that; 

Agreements  are  made  between  all  relevant  administering  com- 
ponents of  the  State  agencies  and  signed  by  responsible 
representatives. 

When  Medicaid  is  administered  by  the  Welfare  department, 
there  is  an  agreement  with  the  State  agencies  for  health, 
vocational  rehabilitation  and  other  relevant  agencies  when 
appropriate. 

When  Medicaid  is  administered  by  a  division  of  the  health 
department,  there  are  intra-departmental  agreements  with 
other  divisions  within  the  department  concerned  with  health 
services  and  standards  of  care. 

When  Medicaid,  the  public  assistance  program,  public  health 
services,  and  other  human  resources  programs  are  part  of  an 
umbrella  agency,  agreements  are  developed  with  the  ap- 
propriate units  of  the  agency. 

When  Medicaid  is  administered  by  a  State  agency  which  is  in- 
dependent of  other  State  programs,  an  agreement  is  drawn 
up  with  all  other  relevant  departments. 

Agreements  are  entered  into  by  the  respective  State  agencies 
that  include  provision  for  supplemental  agreements  with 
local  administrative  units,  as  necessary,  in  order  to  assure 
that  services  covered  under  the  agreement  are  available,  to 
the  extent  possible,  on  a  statewide  basis. 

(2)  Content  of  Interagency  Agreements  Written  agreements 
are  essential  to  effective  working  relationships  between  the 
Medicaid  agency  and  other  agencies  charged  with  plannmg,  ad- 
ministering or  providing  health  care  to  low-income  families. 
Although  agreements  by  themselves  will  not  guarantee  open 
communication  and  cooperation  tjetween  agencies,  they  can  lay 
the  groundwork  for  collaborating  to  achieve  the  best  utilization  of 
each  agency's  resources. 

Agreements  must  be  formal  documents  signed  by  each  agen- 
cy's representative  or  written  statements  of  understanding  be- 
tween units  of  a  single  department.  Whatever  form  they  take,  it  is 
essential  that  the  content  be  developed  by  all  parties  involved  and 
that  the  document  provide  a  clear  statement  of  each  agency's 
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responsibilities  for  provision  of  medical  care  to  Medicaid  reci- 
pients. 

Each  agreement  must  specify  the  participating  parties,  the  in- 
tent of  the  agreement,  and  the  date  upon  which  the  agreement  is 
to  become  effective,  and  must  be  signed  by  persons  authorized  to 
make  the  agreement  binding. 

Written  agreements  are  useful  for: 

providing  a  description  of  referral  procedures  that  facilitate  ac- 
cess to  services  without  undue  delay; 

specifying  reimbursement  arrangements,  since  Medicaid  is  in- 
creasingly looked  to  for  payment  of  medical  services  pro- 
vided by  or  through  other  agencies; 

exchanging  reports  of  medical  and  social  services  for  ad- 
ministrative purposes,  planning  with  recipients,  or  providing 
services  to  them.  When  information  is  to  be  shared,  the  reci- 
pient's permission  must  be  obtained  for  its  release. 

To  remain  useful,  agreements  need  periodic  review  to  deter- 
mine if  they  continue  to  be  applicable  to  the  organization,  func- 
tions, and  program  of  the  participating  agencies.  This  reevalua- 
tion  need  to  be  done  annually  and  whenever  a  major  reorganiza- 
tion occurs  within  the  agencies  involved. 

The  specific  content  of  each  agreement  will  vary  according  to 
individual  State  arrangements  on  the  roles  and  responsibilities  of 
the  parties  to  the  agreement.  However,  using  the  EPSDT-Title  V 
agreement  as  an  example,  the  elements  that  are  appropriate  to 
most  interagency  agreements  are  described  below,  (see  also  42 
CFR  451 .10(a)): 

(a)  Mutual  Objectives  and  Respective  Responsibilities  of  the 
Parties  to  the  Agreement  State  objectives  in  measurable  terms, 
for  example,  expand  State  EPSDT-Title  V  activities  from  two 
counties  to  ten  by  the  end  of  fiscal  year  1 9  In  addition,  this  sec- 
tion may  identify  procedures  for  developing  and  producing  "out- 
come" measurements  of  improvement  in  health  status  of  children 
who  received  services,  rather  than  just  "output"  measures  of 
numbers  of  patients  served  or  of  specific  procedures  or  tests 
given. 

State  responsibilities  clearly  so  that  both  programs  are  aware  of 
the  specific  items  for  which  they  are  responsible,  for  example:  in 
the  case  of  EPSDT,  the  program  that  will  maintain  records  of 
specific  EPSDT  screening  services  provided  or  the  party  respon- 
sible for  post-screening  referrals  or  arrangements  for  diagnosis 
and  treatment. 

(b)  Arrangements  for  Early  Identification  of  Individuals 
Under  21  Years  of  Age  in  Need  of  Medical  or  Remedial  Care  and 
Sen/ice  Include  plans  for  informing  individuals  eligible  for  both 
EPSDT  and  title  V  services  of  available  services  and  for  referring 
them  to  title  V  grantees  as  appropriate  (42  CFR  449.10(a)  (3)  (ii)). 
Specify  referral  criteria,  for  example:  age  groups,  high-risk 
populations,  diagnostic  conditions,  all  EPSDT  eligibles  in 
specified  counties,  the  services  and  title  V  programs  or  projects 
to  which  referral  is  appropriate. 

Arrangements  for  early  identification  of  need  for  medical  or 
remedial  care  would  include,  at  a  minimum,  provision  for  delivery 
of  the  State's  EPSDT  screening  services  according  to  the 
periodicity  schedule  established  by  the  State. 

(c)  The  Services  Each  Offers  and  in  What  Circumstan- 
ces List  the  services  to  be  provided  by  each  agency  (indicating 
responsibility),  and  the  circumstances  (e.g.,  setting;  for  which 
populations)  under  which  they  will  be  offered.  Where  individual  ti- 
tle V  programs  or  projects  are  to  provide  services  different  from 
those  made  available  Statewide  under  the  agreement,  describe 
the  specific  services. 

(d)  The  Cooperative  and  Collaborative  Relationships  at  the 
State  Level  The  overall  agreement  is  designed  to  facilitate  ac- 
cessibility and  availability  of  services  on  a  Statewide  basis.  State 
the  organizational   location  of  the  programs  and  which   State 


offices,  divisions,  or  other  units  will  be  responsible  for  coordinat- 
ing title  XlX-title  V  activities.  It  is  particularly  important  to  specify 
how  the  two  agencies  will  resolve  problems  or  issues  and 
establish  any  necessary  policies  to  carry  out  the  agreement. 

(e)  The  Kinds  of  Sen/ices  to  be  Provided  by  Local  Agen- 
cies The  title  V  program  may  include  local  grantees  such  as  city 
or  county  health,  departments,  in  addition  to  individual  projects 
such  as  M&l,  C&Y,  Child  Development  Clinics,  etc.  Specify  the 
services  to  be  provided  by  them,  and  the  arrangements  for  these 
services. 

(f)  Arrangements  for  Reciprocal  Referrals  Reciprocal  refer- 
ral arrangements  should  be  developed  between  the  title  XlX-title 
V  agencies  so  that  individuals  eligible  for  the  services  of  both 
agencies/programs  may  be  so  informed  and  referred. 

Indicate  who  has  the  responsibility  for  referrals,  under  what 
circumstances  referrals  are  made,  and  who  will  have  the  follow- 
up  responsibilities. 

Numbers  to  be  referred  by  the  Medicaid  agency  to  title  V  gran- 
tees will  depend  on  the  current  title  V  capacity.  In  addition, 
Medicaid  reimbursement  can  be  used  for  expanding  service 
capacity. 

(g)  Arrangements  for  Payment  or  Reimbursement    Specify: 

The  providers,  e.g.,  the  State  MCH  or  CCS  agencies,  or  projects 
such  as  M&l,  C&Y; 

To  whom  the  payments  will  be  made; 

mode  of  reimbursement,  i.e.,  actual  cost,  customary  charge, 
statistical  visit  rate,  capitation,  etc.,  and  agreed-upon  rates; 

reimbursement  procedure  including  offices  responsible  for  bill- 
ing, payment  and  appeals; 

plans  for  use  of  Medicaid  income  earned  by  the  title  V  grantee. 
Income  may  be  used  to  expand  existing  services  and/or  initi- 
ate new  programs  under  title  V  for  low-income  people. 

(h)  Arrangements  for  Exchange  of  Reports  of  Services  to 
Medicaid  Recipients  Specify  what  reports  are  needed;  where 
they  will  be  sent;  how  the  data  will  be  utilized;  to  whom  the  result- 
ing information  will  be  distributed;  and  at  what  intervals  the 
reports  will  be  completed. 

(i)  Methods  to  Coordinate  Plans  Relating  to  Medicaid  Reci- 
pients Indicate  the  frequency  of  planning  sessions  of  the 
responsible  units  and  the  areas  that  will  be  included  in  mutual 
planning. 

(j)  Plans  for  Joint  Evaluation  of  Policies  Describe  in  this 
section  procedures  for  joint  agency  evaluation  of  policies  that 
affect  the  delivery  of  services  through  title  V  to  Medicaid  eligibles, 
e.g.,  the  scope  of  services  covered  under  the  title  XIX  State  plan 
and  the  respective  reimbursement  rates  payable  by  Medicaid  and 
by  title  V  f.or  the  services  covered  under  the  agreement.  Provide 
for  meetings,  at  least  on  an  annual  basis,  to  evaluate  policies. 
Identify  the  units  responsible  for  the  evaluation,  the  periodicity  of 
the  evaluations,  and  how  differences  will  be  resolved. 

(k)  Arrangements  for  Periodic  Review  of  the  Agreements  and 
Joint  Planning  for  Changes  in  the  Agreement  The  responsible 
planning  and  evaluation  units  need  to  review  the  agreement  to 
determine  if  it  helps  meet  program  goals  or  if  changes  in  policy, 
budgets,  laws,  availability  of  resources,  etc.,  require  its  revision. 
Specify  in  this  section  timing  of  review,  responsible  units,  and 
procedures  for  making  changes. 

(I)  Arrangements  for  Continuous  Liaison  and  Designation  of 
State  and  Local  Liaison  Staff  Describe  the  Medicaid-title  V 
liaison  units  at  the  State  and  local  levels  and  their  responsibilities. 
(3)  Specific  Content  of  Medicaid  -  Health  Department  Agree- 
ments General  Medicaid-health  department  agreements  may 
cover  specific  arrangements  for  title  V  services  in  order  to  satisfy 
42  CFR  451.10(a)  (2),  even  though  the  health  department  may  be 
the  title  V  grantee.  These  arrangements  may  be  detailed  either  in 
separate  sections  of  the  Medicaid-health  department  agreement 
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or  in  separate  agreements  between  Medicaid  and  the  appropriate 
title y  unit(s)  within  the  health  department.  A  "general"  Medicaid 
agency-health  department  agreement  is  acceptable  if  it; 

(a)  includes  financing  and  other  elements  that  are  the  same  for 

all  programs  under  the  jurisdiction  of  the  health  depart- 
ment, including  the  MCH/CCS  programs,  and 

(b)  states  specifically  that  all  such  elements  apply  to  those 

programs. 

An  agreement  between  the  Medicaid  agency  and  the  health 
department  (whether  separate  agencies  or  separate  units  within 
an  umbrella  agency)  needs  to  specify  whether  the  serv- 
ices/programs covered  under  the  agreement  are  those  funded  by 
title  V,  or  are  provided  under  funding  and  authorities  available  to 
the  health  department,  or  both. 

Grants  for  family  planning  and  dental  health  projects  are  made 
to  State  health  agencies.  Occasionally  the  grant  goes  directly  to  a 
local  health  department  or  other  local  agency.  These  projects 
should  increase  the  availability  of  such  services  to  Medicaid  reci- 
pients, and  the  agreement  with  the  State  health  agency  would  in- 
clude such  projects. 

4.  Specific  Content  of  Medicaid-Title  V  Agreements,  Including 
EPSDT  Agreements  Each  Sate  must  have  a  title  XIX-Title  V 
agreement.  It  should  be  developed  by  those  State  agency  repre- 
sentatives specifically  responsible  for  administering  the  MCH, 
CCS  and  Medicaid  (including  EPSDT)  programs. 

Title  XlX-title  V  agreements  must  be  statewide  in  scope  and 
should  include  a  separate  section  on  EPSDT  activities.  The 
agreement  must  include  those  title  V  services  and  related  financ- 
ing arrangements  which  are  uniform  in  nature  throughout  the 
State  and,  where  applicable,  supplemental  agreements  for 
specific  services  and  related  financing  arrangements  that  are  not 
uniformly  provided. 

Specific  reference  is  made  in  the  Medicaid  law  to  provision,  as 
may  be  appropriate,  for  reimbursing  title  V  agencies,  institutions 
or  organizations  for  the  cost  of  services  to  Medicaid  recipients. 
The  intent  of  this  provision  is  to  make  Medicaid  funds  the  first  and 
primary  source  of  payment  for  medical  services  provided 
Medicaid  recipients  through  title  V  programs.  Interagency  agree- 
ments should  allow  for  the  use  of  each  agency's  funds  within  the 
limits  and  administrative  arrangements  of  each  program. 

Over  two-thirds  of  the  CCS  programs  throughout  the  country 
are  administered  by  State  health  departments,  and  arrangements 
would,  therefore,  be  covered  in  the  basic  health  department- 
Medicaid  agreement.  Where  CCS  is  administered  by  another 
State  agency  such  as  a  special  commission  for  the  handicapped, 
a  State  welfare  department, or  a  university  medical  school,  separ- 
ate agreements  are  needed  with  those  agencies  or  organizations. 

Maternity  and  infant  care  projects  are  intended  to  serve  high 
risk  prospective  mothers  and  their  infants  in  the  first  year  of  life. 
High  risk  refers  to  "any  condition  or  any  circumstance  which  in- 
crease the  hazards  to  their  health  "  (Social  Security  Act,  Section 
508(a)  (1)).  Projects  for  health  of  children  and  youth  of  preschool 
and  school  age  in  low-income  areas  provide  comprehensive 
health  services  for  young  people  who.  because  of  economic  or 
environmental  circumstances,  do  not  receive  medical  and  related 
services.  Mothers  and  children  in  public  welfare  families  would 
qualify  for  care  under  both  types  of  projects,  and  an  agreement 
with  the  State  health  department  or  the  State  CCS  agency  is 
needed  to  cover  such  projects.  Separate  sections  within  the  over- 
all State  agreement  will  be  necessary  when  these  projects  are 
carried  out  under  a  local  health  department,  medical  school, 
teaching  hospital,  or  non-profit  private  agency. 

Agreements  need  to  include  not  only  the  scope  of  medical  serv- 
ices that  are  to  be  provided  by  title  V  grantees,  but  also  related 
non-medical  services  that  are  to  be  provided  by  State  and  local 
operating  agencies.  These  include  such  activities  as  ensuring  or 


facilitating  patient  access  to  health  services  and  allied  health 
professionals;  ensuring  continuity  and  quality  of  care;  and  en- 
couraging or  promoting  comprehensive  evaluative  procedures 
when  appropriate. 

The  cooperative  arrangements  and  the  services  that  are  to  be 
provided  by  title  V  grantees  are  subject  to  mutual  agreement  by 
the  respective  agencies.  They  are  to  be  descrit>ed  in  the  agree- 
ment in  sufficient  detail  to  allow  for  full  understanding  by  both 
parties  of  each  agency's  responsibility  for  providing  and  paying 
for  services  to  EPSDT-Medicaid  eligible  individuals. 

States  need  to  consider  including  in  their  Inter-agency  agree- 
ments the  following  elements  to  meet  requirements  of  42  CFR 
451 .10(a)  (1 )  and  (2)  and  42  CFR  449.10(a)  (3)  (i)-(iii)  for  maximum 
utilization  of  State  health  and  title  V  services  for  EPSDT  eligibles; 

Arrangements  for  providing  EPSDT  services  and  related  financ- 
ing, including  Statewide  title  V  services  and  those  that  vary 
by  program  or  project. 

Arrangements  for  title  V  programs  and  projects  to  provide  to  (or 
arrange  for)  EPSDT  eligibles  screening  and  related  treatment 
and  other  Medicaid  services  under  the  plan.  This  will  maxim- 
ize continuity  of  care  between  initial  and  periodic  screening 
episodes  and  acute  care  needs,  and  use  of  the  full  range  of 
preventive  and  comprehensive  care  services  provided  by  title 
V  programs. 

Title  V  provision  of  non-medical  services.  Examples  are:  (1) 
resource  development  and  coordination,  (2)  outreach  ac- 
tivities, (3)  case  management  procedures  to  assure  comple- 
tion of  all  stages  from  early  Identification  through  follow-up 
and  after-care  activities. 

In  this  connection,  if  conditions  described  in  Section  2-41-00  of 
this  manual  and  SRS  Action  Transmittal  76-66  (4/20/76)  are  met, 
75  percent  Federal  matching  under  Medicaid  for  EPSDT  health- 
related  support  sen/ices  Is  available. 

H.  Financing  Arrangements 

Effective  financing  arrangements  between  Medicaid  and  the 
other  State  agencies  can  facilitate  the  development,  organization 
and  implementation  of  health  care  sen/ices  for  Medicaid  reci- 
pients. Decisions  about  financing  arrangements  and  reimburse- 
ment for  services  to  Medicaid  recipients  should  be  worked  out  be- 
tween the  responsible  agencies  to  make  the  most  effective  use  of 
funds  of  all  programs.  However,  the  statute  has  given  special 
emphasis  to  the  use  of  Medicaid  funds  as  a  first  dollar  resource  by 
title  V. 

Medicaid  funds  may  also  be  used  as  a  first  dollar  resource  for 
services  provided  by  vocational  rehabilitation  and  certain  other 
programs  and  projects  (see  section  1-1).  However,  payment 
benefits  from  other  hospital  or  health  insurance,  or  other  third 
parties  which  are  under  obligation  to  provide  such  benefits  for 
Medicaid  eligibles,  must  be  used  before  drawing  on  Medicaid 
funds. 

If  Medicaid  funds  are  to  be  used  for  payment  of  medical  serv- 
ices, fee  schedules  must  be  established  and  all  third  parties  must 
be  billed  for  services  covered  under  the  agreerrtent  for  which  they 
are  liable.  Rnancing  arrangements  can  include  a)  reimburse- 
ment on  the  basis  of  fee-for-services,  per-patient-visit.  per-clmic- 
visit.and  b)  prepayment  methods. 

The  State  Medicaid  agency  may  pay  title  V  grantees.  Head  Start 
grantees  and  others  as  "providers"  In  such  instances.  Medicaid 
payment  is  payment  in  full  and  the  grantee  may  not  bill  another 
party  for  additional  amounts. 

When  a  grantee  Is  a  "provider"  for  Medicaid  purposes. 
Medicaid  (1)  is  not  involved  in  payment  the  grantee  negotiates 
with  Its  own  providers;  and  (2)  cannot  require  that  the  grantee  s 
providers  have  Medicaid  agreements  The  grantee  s  payment  to 
its  provider  may  be  higher  than  that  which  it  fias  received  from 
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Medicaid  so  long  as  it  accords  with  the  upper  limits  for  its  own 
programs. 

A  "provider"  under  Medicaid,  other  than  the  grantee,  who  fur- 
nishes services  under  a  grantee  program  or  project  and  receives 
payment  directly  from  Medicaid,  must  accept  the  Medicaid  pay- 
ment as  payment  in  full  and  may  not  bill  the  grantee. 

Cost  reporting  systems  are  needed  to  determine  the  cost  of  pro- 
viding specific  types  and  units  of  services  to  Medicaid  eligibles. 

I.  Related  Issues 

The  interrelationships  regulation  calls  attention  to  several  rel- 
ated issues  growing  out  of  other  regulations  or  involving  ques- 
tions of  public  assistance  philosophy. 

(1)  Medicaid  as  a  Residual  Program  Along  with  other  public 
assistance  programs,  Medicaid  is  considered  a  residual  program. 
As  such,  it  is  intended  to  be  a  resource  only  after  other  sources  of 
medical  care  have  tieen  tapped.  However,  greater  flexibility  exists 
in  the  medical  assistance  program  than  is  possible  in  financial 
assistance  programs.  Other  Federally-funded  programs  may  have 
a  higher  residual  rating  than  Medicaid.  They  are  generally  closed- 
ended  and  time-limited.  These  include  such  programs  as  Head 
Start,  comprehensive  health  services  projects, migrant  health  pro- 
jects, Appalachian  Regional  Commission  (ARC)  health  and  child 
development  projects,  and  Health  Underserved  Rural  Areas 
(HURA)  projects.  Medicaid  funds  are  to  be  used  for  services  to 
Medicaid  recipients  provided  under  these  programs  and  covered 
by  the  State  plan.  This  is  often  referred  to  as  the  "first  dollar"  con- 
cept. It  places  on  Medicaid  the  responsibility  for  using  its  funds 
up  to  the  limits  of  the  State  plan  on  scope  and  amount  of  services, 
before  lool<ing  to  other  programs  to  pay  for  medical  care  provided 
to  Medicaid  recipients. 

(2)  Entitlement  to  Medical  Care  If  Medicaid  recipients  are  en- 
titled to  benefits  from  such  sources  as  Medicare,  CHAMPUS,  VA 
medical  services, or  other  hospital  or  health  insurance,  they  must 
use  these  benefits  before  drawing  on  title  XIX. 

(3)  Payment  for  Services  Available  Without  Charge  From  the 
outset,  Medicaid  has  held  to  the  principle  that  Medicaid  funds 
may  not  be  used  for  services  that  are  free  to  everyone  in  the  com- 
munity. In  this  context,  the  word  "community"  is  used  variably.  It 
may  represent  a  State,  a  portion  of  the  State,  a  city, or  a  particular 
classification  of  the  population  such  as  all  school  children.  Some 
examples  of  services  available  without  charge  are  public  health 
services,  school  health  programs,  tuberculosis,  venereal  disease 
and  other  case-finding  programs.  Services  available  without 
charge,  for  purposes  of  Medicaid,  means  that  no  individual  or 
family  is  charged  for  medical  care,  and  third  party  reimbursement 
is  not  sought. 

As  third  party  payments  have  become  available,  agencies  and 
organizations  that  provided  services  available  without  charge  in 
the  past  now  look  to  third  party  payors  as  one  source  of  program 
support.  The  Medicaid  agency  is  considered  to  be  a  "third  party." 
Title  V  regulations  provide  for  charging  third  parties  (including 
government  agencies)  which  are  authorized  or  under  legal 
obligation  to  pay  for  any  service  provided  by  the  title  V  grantees, 
including  preventive,  diagnostic,  and  treatment  services,  even 
though  the  service  may  otherwise  be  provided  without  charge  to 
the  patient  or  family.  Where  the  cost  of  services  furnished  by  or 


through  the  program  or  project  is  to  be  reimbursed  under 
Medicaid,  a  written  agreement  with  the  title  XIX  agency  is  re- 
quired. This  must  specify  whether  reimbursement  is  to  the  project 
or  directly  to  the  provider. 

The  emphasis  of  the  1967  title  XIX  amendment  on  payment  for 
title  V  services  and  the  revision  of  title  V  regulations  to  charge 
third  party  payors  increased  the  original  Medicaid  responsibility 
to  pay  for  title  V  services  to  Medicaid  recipients. 

(4)  Freedom  of  Choice  Since  July  1 ,  1969,  Medicaid  recipients 
have  had  the  right  to  exercise  freedom  of  choice  of  providers 
(Section  1902(a)  (23);  42  CFR  449.20;  Manual  Chapter  5-100-00). 
This  requirement  does  not  conflict  with  the  amendment's 
reference  to  "maximum  utilization"  of  services  of  the  State  health 
and  vocational  rehabilitation  agencies.  Freedom  of  choice  means 
that  the  client  is  informed  about  the  choices  available  and  is  free 
to  select  a  provider  who  is  willing  to  accept  Medicaid  patients. 
The  State  agency  carries  out  its  responsibilities  by  negotiating  in- 
ter-agency agreements  and  informing  recipients  about  State 
health,  vocational  rehabilitation,  title  V  and  other  programs. 

(5)  Confidentiality  Federal  policy  (Section  1902(a)  (7)  of  the 
Social  Security  Act  and  45  CFR  205.50  (a))  prohibits  the  use  or  dis- 
closure of  information,  including  lists  of  names  and  addresses, 
concerning  applicants  and  recipients  of  services  without  their  in- 
formed consent,  except  for  purposes  directly  connected  with  the 
administration  of  the  program.  This  general  prohibition  applies  to 
disclosure  of  information  to  service  providers,  without  exception, 
since  they  are  not  considered  to  be  directly  connected  with  the 
administration  of  the  program.  State  and  local  agencies  must  en- 
sure, therefore,  that  they  comply  with  Federal  policy  and  that  all 
such  information  remains  confidential. 

(6)  75%  Federal  Matching  75%  Federal  matching  is  available 
for  cost  of  sl<illed  professional  medical  personnel  and  staff 
directly  supporting  such  personnel  employed  by  the  title  XIX 
agency,  or  by  any  other  public  agency  if  they  assist  in  the  ad- 
ministration of  the  Medicaid  program  at  the  State  and  local  level 
(42  CFR  446.1 75  and  Manual  Chapter  2-41 -00).  This  special  match- 
ing rate  is  available  only  for  those  portions  of  time  directed  to  the 
administration  of  the  Medicaid  program. 

Functions  or  services  performed  or  provided  by  another  public 
agency  for  Medicaid  recipients  which  are  not  required  by 
Medicaid  are  not  subject  to  Federal  matching  under  Medicaid. 

(7)  Transportation  Under  the  requirement  in  42  CFR  449.10(a) 
(5)  (ii),  a  State  Medicaid  plan  must  contain  a  commitment  to 
assure  necessary  transportation  of  eligible  recipients  to  and  from 
providers  of  services,  and  a  description  of  the  methods  to  be 
used.  This  requirement  relates  to  the  availability  of  transportation 
as  an  administrative  aid  in  carrying  out  the  provision  of  medical 
services,  and  Federal  matching  is  available  at  the  administrative 
rate.  State  agencies  have  an  obligation  to  pay  for  transportation 
only  if  it  is  not  otherwise  available  to  the  recipient. 

In  order  to  comply  with  this  requirement.  State  agencies  may 
and  do  use  a  variety  of  methods.  In  addition  to  the  administrative 
requirement,  States  have  the  option  of  providing  for  some 
transportation  as  an  item  of  medical  assistance,  and  may  claim 
Federal  matching  at  the  Federal  medical  assistance  percentage. 
(See  Manual  Chapter  6-20-00). 
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Appendix  8.  Confidentiality  Strategy 


This  material  is  not  available  at  the  time  of  publicatbn  of  this 
guide.  Please  contact  your  State  Medicaid  Agency. 
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TO: 

SUBJECT: 


REGULATION 
REFERENCE: 

ATTACHMENT: 


EFFECTIVE  DATE: 
ACTION  ITEM: 
INQUIRIES  TO: 


Appendix   9.   Reimbursement   Procedures 


ACTION  TRANSMITTAL 
HCFA-AT-79-101  (OCH) 
October  30,1979 

STATE  AGENCIES  ADMINISTERING  MEDICAL  ASSISTANCE  PROGRAMS 

Medical  Assistance  Manual:  State  Organization;  Staffing  for  Administration;  Federal 
Financial  Participation;  Implementation;  Staff  of  Other  Public  Agencies 

42  CFR  Part  432  ff 


Clarification  of  circumstances  under  wfiicfi  75  percent  FFP  is  available  for  salary  and 
other  costs  of  skilled  professional  medical  personnel  and  staff  of  public  agencies  pro- 
viding direct  support  to  the  Medicaid  agency  in  the  administration  of  the  Early  and 
Periodic  Screening,  Diagnosis,  and  Treatment  (EPSDT)  program  and  other  title  XIX 
programs. 

The  purpose  of  this  Action  Transmittal  is  to  facilitate  development  and  modification  of 
agency  agreements  for  the  delivery  of  EPSDT  services  to  Medicaid  recipients  and  to 
define  more  clearly  the  methods  for  meeting  requirements  and  penalty  provisions  of 
the  EPSDT  regulation  published  May  18, 1979.  (42  CFR  Part  441,  subpart  B) 

The  general  requirements  contained  herein,  relating  to  skilled  professional  medical 
personnel  and  staff  directly  supporting  such  personnel,  are  also  applicable  to 
Medicaid  agencies.  This  revised  policy  supersedes  previously  existing  interpretations 
contained  in  MSA  PRG  32  and  SRS  AT-75-50,  and  other  prior  policy  issuances  incon- 
sistent w\Xh  this  policy. 

Octoberl,  1979 

Amend  Subpart  E  to  read  "Staff  of  Other  Public  Agencies  -  General" 

Regional  Medicaid  Directors 


Leonard  D.  Schaeffer 
Administrator 
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Part  2  State  Organization 

2-41  -00  Staffing  for  Administration,  Federal 
Financial  Participation 

2-41-20  Implementation 


F.  Staff  of  Other  Public  Agencies  —  General  (cont.) ' 

. . .  facilities;  and  maintain  historical  records  Identifying  serv- 
ices provided  to  each  child  participating  in  the  program. 

Another  example  would  be  use  of  the  Department  of  Public 
Health  to  review  the  utilization  of  title  XIX  services. 

It  should  be  noted  that  personnel  of  such  other  agencies  must 
meet  the  requirements  described  for  skilled  professional  medical 
personnel  and  staff  directly  supporting  such  personnel  In  order  to 
be  eligible  for  75  percent  FFP.  (See  Staff  of  Other  Public  Agencies 
-  EPSDT) 

G.  Staff  of  Otfier  Public  Agencies  —  EPSDT 

Under  the  EPSDT  program,  75  percent  FFP  would  be  applicable 
if  the  following  requirements  are  met; 

1.  Skilled  Professional  Medical  Personnel  Skilled  medical 
professionals  include:  physicians,  dentists,  other  health  practi- 
tioners, nurses,  medical  social  workers,  health  educators  and, 
other  specialized  personnel  In  the  field  of  medical  care  including 
medical  administrators,  hospital  or  public  health  administrators, 
and  licensed  nursing  home  administrators. 

a.  The  skilled  medical  professional  must  be  an  employee  of  the 
public  agency  at  the  State  or  local  level. 

b.  The  skilled  medical  professional  must  be  identified  by  in- 
teragency or  Intragency  agreement  to  provide: 

(1)  direct    assistance    to    the    skilled    medical    professional 

employed  by  the  title  XIX  agency 
OR 

(2)  direct  assistance  to  the  title  XIX  agency  In  the  administra- 

tion of  health  related  services  in  support  of  EPSDT. 

c.  The  skilled  medical  professional  must  perform,  supervise,  or 
be  ultimately  responsible  for  health-related  administrative  serv- 
ices In  support  of  EPSDT. 

d.  The  skilled  medical  professional  who  supervises  or  is 
ultimately  responsible  for  functions  performed  by  non-profes- 
sional supporting  staff  must: 

(1)  define  their  positions  and  functions  to  be  performed 

(2)  provide  for  their  training 

(3)  monitor  and  evaluate  their  activities. 

2.  Staff  Supporting  Skilled  Professional  f^edical  Personnel 

a.  The  staff  must  be  employed  by  the  public  agency  at  the  State 
or  local  level. 

b.  The  staff  must  be  Identified  by  Interagency  or  Intra-agency 
agreement  to  provide: 

(1)    direct    assistance    to    the    skilled    medical    professional 
employed  in  the  public  agency 
OR 
(2)    direct    assistance    to    the    skilled    medical    professional 
employed  in  the  title  XIX  agency.  In  which  case  no  skilled 
medical  professional  is  required  in  the  public  agency, 

c.  The  staff  must  perform  health-related  administrative  services 
in  support  of  EPSDT. 

d.  The  staff  must  be  supervised  or  under  the  ultimate  respon- 
sibility of  a  skilled  medical  professional,  employed  either  by  the 
public  agency  or  the  title  XIX  agency. 


"Note:  No  pages  are  missing  from  this  action  transmittal  —  it 
simply  is  the  continuation  of  a  previously  existing  document. 


3.  EPSDT  Administrative  Services  The  skilled  medical  profes- 
sional and  supporting  staff  must  perform  or  supervise  health-rel- 
ated administrative  services  in  support  of  EPSDT.  The  specific 
services  may  be  determined  by  each  State  based  on  its  ad- 
ministrative structure,  capacity  for  program  operation  and  availa- 
ble resources. 

a.  Outreach  —  Actions  taken  by  a  public  agency  at  the  State  or 
local  level  to  assure  that  families  are  informed  about  the  EPSDT 
program,  are  helped  to  understand  Its  importance,  and  are  en- 
couraged and  assisted  to  seek  EPSDT  services  from  available 
health  care  resources  and  providers  of  medical  care.  Outreach 
efforts  include  all  of  the  following  agency  and  staff  requirements: 

(1)  Agency  Requirements 

(a)  Approved  Interagency  or  intragency  agreement  with  the 
title  XIX  agency,  specifying: 

The  mutual  objectives  and  resp)onsibilities  of  each  party  to  the 

arrangement; 
The  services  each  party  offers  and  in  what  circumstances; 
The  cooperative  and  collaborative  relationships  at  the  State 

level; 
The  kinds  of  services  to  be  provided  by  local  agencies;  and 
f^ethods  for  (as  appropriate)— 

Early  Identification  of  individuals  under  21  in  need  of  medical 
or  remedial  services; 

Reciprocal  referral; 

Coordinating  plans  for  health  services  provided  or  arranged 
for  recipients; 

Payment  or  reimbursement; 

Exchange  of  reports  of  services  furnished  to  recipients; 

Continuous  liaison  between  the  parties,  including  designa- 
tion of  State  and  local  liaison  staff;  and 

Joint  evaluation  of  policies  that  affect  the  cooperative  work 
of  the  parties. 

(b)  Procedures  for  informing  families  consistent  with 
regulation  requirements  and  State  informing  requirements 

(c)  Procedures  to  link  the  family  requesting  EPSDT  serv- 
ices to  the  title  XIX  agency  or  the  appropriate  referral  or  service 
delivery  system 

(d)  Procedures  for  recording  and  reporting  the  requests  of 
families  (and  documentation  data)  to  the  title  XIX  skilled  medical 
professional  or  the  title  XIX  agency 

(e)  Procedures  and  training  standards  for  staff  performing 
the  outreach  functions 

(f)  Time  sharing/cost  allocating  procedures  for  reimburse- 
ment under  title  XIX 

(2)  Staff  Requirements    All  of  the  items  listed  below  are  re- 
quired under  42  CFR  441 .75 

(a)  Face-to-face  contact  and  distribution  of  written 
material  by  trained  personnel  who  can  explain  EPSDT  services 
and  benefits.  The  explanation  must  include; 

The  benefits  of  preventive  health  services; 

How  EPSDT  services  can  be  obtained; 

How  specific  Information  can  be  obtained  on  the  location  of  the 

nearest  providers  participating  in  EPSDT; 
The  screening  services  that  the  title  XIX  agency  offers  under  its 

plan; 
A  summary  of  the  State's  periodicity  schedule; 
That  recipients  can  receive  both  initial  and  periodic  screening 

according  to  the  States  periodicity  schedule; 
That  treatment  services  covered  under  the  title  XIX  plan  will  be 

provided  for  problems  disclosed  during  screenmg; 
That  assistance  in  referral  will  be  given  for  services  not  covered 

under  the  title  XIX  plan; 
That  the  title  XIX  agency  will  provide  assistance  with  transpor- 
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tation  to  the  extent  covered  under  its  plan,  if  the  family  or 
recipient  requests  it; 

That  the  title  XIX  agency  will  assist  in  scheduling  appointments 
If  the  family  or  recipient  requests  this  assistance; 

That  as  long  as  the  family  or  recipient  remains  eligible  for 
AFDC,  it  may  request  EPSDT  services  at  any  time  in  the 
future  if  it  chooses  to  postpone  its  decision  at  the  time  it  is  in- 
itially informed; 

That  the  family  or  recipient  may  choose  to  receive  EPSDT 
services  from  a  provider  of  its  choice;  and 

That  if  the  provider  does  not  offer  the  full  range  of  EPSDT 
services  as  specified  in  the  title  XIX  plan,  the  family  or  reci- 
pient can  receive  the  services  not  offered  if  the  family  or 
recipient  requests  them  from  the  agency;  and 


That  the  EPSDT  services  covered  under  the  title  XIX  plan  are 
available  at  no  cost. 

(b)  An  explicit  offer  of  EPSDT  health  care  and  related  sup- 
port services  must  be  made  and  a  response  solicited.  Documenta- 
tion must  be  made  of  the  date  of  offer,  the  specific  response,  and 
the  date  of  request  or  declination. 

Public  agencies  responsible  for  title  IV  A,  title  XX,  Education 
programs,  etc.,  who  meet  the  above  requirements  may  claim  the 
75  percent  FFP  for  those  portions  of  time  spent  in  the  administra- 
tion of  health-related  administrative  services  in  support  of  EPSDT. 
The  functions  or  services  performed  or  provided  by  the  public 
agency  for  fvledicaid  recipients  which  are  not  required  by 
Medicaid  are  nof  subject  to  Federal  matching  under  Medicaid. 
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